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The book is based on findings in more than 1000 
cases treated at the Lahey Clinic—the end results 
of alternative procedures are carefully detailed. 
As the Armed Forces Medical Journal said: “This 
is the most complete, concise and readable publica- 
tion on this subject in current medical literature.” 
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ROENTGEN EXAMINATION 


OF THE COLON 


CHAIRMAN’S ADDRESS 


Paul C. Hodges, M.D., Chicago 


The x-ray examination of the colon dates back to the 
previous century and to the earliest days of radiology, but 
it did not become a major clinical tool until the enema 
with opaque material displaced the oral administration 
of bismuth in 1911.* Barium sulfate supplanted bismuth 
salts a few years later. In this examination, as in so many 
others, the competence and diligence of the examiner are 
vastly more important than the precise nature of the tech- 
niques he employs, and a simple mixture of barium and 
water poured through a glass funnel under the supervision 
of a Harry Weber * is superior to a homogenized gum 
suspension introduced through a four-way valve by a 
novice, particularly if that novice is bored and over- 
worked. But, while it is true that a master craftsman using 
the simplest tools can do superlative work, it is true also 
that even the expert’s output can be increased by better 
tools, to say nothing of the output of the less skilled 
worker. When the work in question is the x-ray examina- 
tion of the colon, it is important indeed that output be 
increased. At my own institution, for example, the daily 
scheduling of 20 colon examinations barely meets the 
current needs of our clinical colleagues, and if we were 
to proceed at the leisurely pace suggested by some teach- 
ers, these 20 examinations would tie up a team and a 
room for a full day instead of the half day we now devote 
to it. 

Medium and large neoplasms, diverticulosis, divertic- 
ulitis, and ulcerative colitis can be diagnosed rapidly and 
dependably by reasonably experienced, reasonably dili- 
gent radiologists, almost without regard to the particular 
technique they employ, and surgeons and internists quite 
properly place great dependence on the radiologist’s 
reports of his fluoroscopic and film findings in those con- 
ditions. If we were able to do nothing more than diagnose 


gross lesions, our barium enema examinations would 
continue to be major contributions to the understanding 
of colon disease, but it is generally agreed that further 
improvement in the cure rate of colon neoplasm requires 
that in addition we become able to detect small polyps 
while they are still benign.* The proctoscopist should be 
responsible for diagnosing those polyps that lie within the 
reach of his instrument, but above that level only radi- 
“logy will suffice, and even it will succeed only when 
special techniques are employed. These techniques have 
to do with all three phases of the examination: first, the 
preparation of the patient; second, the nature and con- 
centration of the vehicle in which the barium is sus- 
pended; and third, the amount of enema administered, 
the manner of its introduction and removal, and the 
manipulation of the patient during fluoroscopy and film- 


—_ PREPARATION OF THE PATIENT 

Ideally the barium enema should be administered only 
after the colon has been rendered completely free of feces, 
fluid, and gas, but we are ignoring our education and 
experience as physicians if we assume or even hope that 
the ideal can ever be accomplished. Few situations in 
medicine have called forth quite so much spoken and 
written foolishness as this one. Few orders to patients and 
nurses involve quite so much inconvenience and wasted 
effort as the fatuous order: “Repeat saline enemas until 
the return is clear.” I do not pretend to know the perfect 
means of preparing the patient for the x-ray examination 
of the colon, but I am convinced that cleansing enemas 
are a poor means and that they should be avoided when- 
ever possible. As usually administered by the patient, an 
orderly, or a nurse, such enemas introduce a considerable 
amount of air along with the salt solution, and the fluid 





From the Department of Radiology, the University of Chicago. 


This work was in part supported by the American Cancer Society and Alexander and Mary Stewart Trust. 
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and air usually are incompletely expelled. If the enemas 
are given at home, the subsequent trip to the radiologist 
is hazardous, particularly if it has to be made by public 
transportation in a large city, and, if they are given in the 
x-ray department, a heavy additional load is placed on 
waiting space, dressing rooms, and technical staff. If the 
patient is in the hospital and the examination is scheduled 
for a morning hour, the task of administering a series of 
early morning enemas constitutes an almost unbearable 
added burden for short-handed, desperately overworked 
nursing staffs. Most important of all, it is our experience 
that these repeated cleansing enemas, which are so costly 
in time and effort, are less effective than the simpler 
alternative of administering 2 ounces (60 cc.) of castor 
oil on the day preceding the examination. Formerly we 
administered the oil at bedtime and allowed the patient to 
take supper, but there is reason to believe that a change 
recently made in this program will provide better prepa- 
ration. The patient takes only clear liquids for 24 hours 
before the colon examination and then takes 2 ounces of 
castor oil 20 hours before the examination. Our orders 
to the patient stipulate exactly what is meant by clear 
fluids. He is allowed to take at will water, coffee, or tea 
with sugar, carbonated beverages, sweetened fruit juices, 
and clear soups. He is denied cream soups, gravies, 
noodles, crackers, milk, cream, eggs, and all solid foods. 
Such a regimen allows an outpatient to continue light 
work until the onset of catharsis and makes it possible for 
the inpatient to undergo other examinations and tests up 
to the hour of his x-ray appointment. It cannot be ex- 
pected to succeed in all cases, but neither do saline 
enemas always succeed, regardless of how skillfully they 
are administered or how frequently they are repeated. 

It has been argued that 1 ounce (30 cc.) of castor oil 
is as effective as 2 ounces, the second ounce merely 
' remaining in the alimentary tract as droplets, which may 
simulate small polyps.* We have not experienced such 
difficulties, but we do know that the prescribing of 2 
ounces of castor oil increases the likelihood that the pa- 
tient will ingest at least 1 ounce in spite of the large residue 
that he almost invariably leaves in the bottle from which 
he pours the oil and the glass from which he drinks it. 
Because patients have such an aversion to castor oil, we, 
like others, have tried substituting less disliked cathartics 
but have found none that was equally effective. After all, 
the barium enema itself is not pleasant for the patient, and 
if it is worth while to subject him to that ordeal it should 
be worth while to insist that he take the cathartic most 
likely to render the examination effective. 





4. Stevenson, C, A.; Moreton, R. D., and Cooper, E. M.: Nature of 
Fictitious Polyps in Colon, Am. J. Roentgenol. 63: 89-94, 1950. 

5. Potter, R. M.: Dilute Contrast Media in Diagnosis of Lesions of 
Colon, Radiology 6@: 500-509, 1953. 

6. Windholz, F.;.Kaplan, H. S., and Jones, H. H.: Preliminary Studies 
of Gastrointestinal Tract with Colloidal Barium, California Med. 74: 155- 
160, 1951. Kirsh, I. E., and Spellberg, M. A.: Examination of Small 
Intestine with Carboxymethylcellulose, Radiology €@@: 701-707, 1953. 
Marks, M. M.: Barium Modification with Methocel in Diagnosis of Bowel 
Lesions, J. Internat. Coll. Surg. 15: 143-146, 1951. 

7. Zimmer, E. A.: Radiology of Small Intestine: Studies on Contrast 
Media for X-ray Examination of Gastrointestinal Tract, Brit. J. Radiol. 
24: 245-251, 1951. Geyer, G.: Comparative Study of Commercial Opaque 
Preparations Containing Barium Sulfate, Fortschr. Geb. R6ntgenstrahlen 
34: 953-956, 1926; abstracted, Am. J. Roentgenol. 18: 292, 1927. 

8. Comparative Study of Clinical Bismuth Treatments, report of the 
Council on Pharmacy and Chemistry, J. A. M. A. 102: 930 (March 24) 
1934. 





J.A.M.A., Dec. 19, 1953 


FORMULATION OF THE BARIUM ENEMA 

Insoluble barium sulfate has been the standard opaque 
medium for the alimentary tract for more than 30 years, 
and modern barium sulfate U. S. P. for x-ray diagnosis js 
plentiful, cheap, and conforms to rigid standards of 
purity. Much of the annual output of this highly purified 
barium sulfate is sold directly to radiologists or hospital 
pharmacies, where it is dispensed as a suspension in water 
alone or, more frequently, in water that has been thick- 
ened by kaolin,’ starch,° agar, gelatine or one of the na- 
tural or synthetic gums." Another large portion of the 
product is processed for or by drug houses, manufacturers 
of x-ray apparatus, or dealers, to be marketed by them 
under brand names.’ Such processing consists in the addi- 
tion of powdered acacia, tragacanth, pectin, gelatine, 
starch, methylcellulose, or some other suspending agent. 
plus sugar or saccharin and one or more flavoring agents. 
Some of the mixtures contain a little sodium carbonate 
and tartaric acid to produce effervescence. Some include 
aluminum silicate,* aluminum hydroxide, malted milk, or 
lecithin. In at least one instance the dry ingredients are 
mixed with water, run through a colloid mill, and sold to 
the consumer ready for use without further dilution. Un- 
fortunately, only a few of these proprietary mixtures carry 
labels that are really informative, and in many instances 
the labels appear to have been composed by sales man- 
agers rather than chemists or pharmacists and seem calcu- 
lated to mislead rather than to inform. Some such labels 
describe a “colloidally stabilized barium”; some speak of 
a “micro barium” and imply or even state that special 
processing has reduced the grain size of the barium sul- 
fate, with resulting great improvement in its ability to 
adhere to intestinal mucosa. In some instances it is alleged 
that the pH of the barium particles has been “adjusted to 
the pH of the intestinal mucosa,” with the result that the 
barium will flock out of suspension when it comes in con- 
tact with the mucosa. 


There has been speculation and some experimental 
work concerning the possible clinical advantage of using 
barium sulfates in which the grain size is extremely small. 
A manufacturing chemist presently will make available 
to us barium sulfate having a grain size only one-tenth as 
large as that of his standard product. He believes it will 
have no advantage over ordinary barium, and, though 
we are inclined to agree with him, we will defer judgment 
until we have conducted clinical tests. 


DEFINITION OF TERMS 

Colloid chemistry is a field to itself, one in which even 
good physical chemists tread lightly, in which a non- 
chemist like myself proceeds at his own risk, and in which 
a little learning truly is a dangerous thing. I am told that 
modern colloid chemists use the term “colloidal” rather 
freely without too much reference to the size of the par- 
ticles being suspended and without sharp distinction 
between the situation in which the particles are suspended 
by virtue of their own size and degree of hydration and 
the other situation in which larger particles are held in 
suspension because the dispersion medium has been 
thickened by the addition of emulsion colloids such as 
starch or gums. 
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When colloid chemists are speaking to one another 
the.e is little risk of confusion if the term “colloidal 
barium sulfate” is applied to suspensions in gum of the 
sor! we have all used for more than three decades, but 
such terminology is confusing to outsiders. Most physi- 
cians think of colloidal gold as a typical example of the 
co!loid state and unless warned against it are apt to as- 
sume that the term “colloidal barium sulfate” connotes 
a jiaterial with a grain size ranging from 0.1 to 0.001 » 
and a state of hydration that makes for a stable suspension 
in pure water without the aid of a suspending agent. 
Unfortunately, some authors and some of the purveyors 
of proprietary barium sulfate mixtures either have failed 
to realize that confusion might occur or perhaps have 
wished to confuse. It would be well for radiologists as a 
group to put an end to such confusion by declining to 
use the term “colloidal” except for those barium sulfates 
that meet the classical standards of grain size and hydra- 
tion. We would do well to refer to the dry preparations 
as “powdered mixtures of barium sulfate” and to the 
suspensions in mucilage, etc., as “homogenized suspen- 
sions of barium sulfate.” 


TESTS ON PROPRIETARY PREPARATIONS 


With the help of the records of the Council on Phar- 
macy and Chemistry of the American Medical Associa- 
tion and the able assistance of my colleagues Dr. E. S. G. 
Barron and Mr. Edward W. Dunklin of the section of 
chemistry of our department of medicine and of Mr. Paul 
F. Parker and Mr. Clifton J. Latiolais of our hospital 
pharmacy, it has been possible to check and disprove 
some of the actual claims and broad implications made in 
behaif of certain proprietary mixtures and suspensions. 
For example, one such suspension, described as “colloidal 
barium,” on centrifuging yields a clear supernatant fluid 
that is not pure water as one would expect in a genuine 
suspension colloid but instead an aqueous solution of 
cellulose sulfate, saccharin, and flavoring material, while 
the barium sulfate that forms the sediment has a grain 
size many times larger than would be the case if it were 
truly colloidal. Another preparation that is distributed 
in dry form and is described as “colloidally stabilized 
micro barium sulfate” proves to be a mixture of powdered 
pectin and barium sulfate, the latter having a grain size 
25% larger than that of the product we regularly buy 
from a manufacturing chemist as standard quality barium 
sulfate U. S. P. The measurements of grain size were 
done with a Patterson-Cawood calibrated reticule in the 
eyepiece of a microscope. 


MISLABELING 


It should not be necessary for physicians to go to all 
this effort in order to find out what they are buying and 
dispensing, and it would cease to be necessary if we and 
our societies and journals would take a firm stand against 
allowing the advertising of improperly labeled products or 
Writing papers or accepting them for publication if they 
were based on work with unidentified materials. Mislabel- 
ing fosters careless thinking, and it is not in America alone 
that the error occurs. A leading German textbook of 
radiology ® refers to a “colloidal barium,” which pre- 
sumably is merely ordinary barium sulfate mixed with a 
powdered gum, and a well-known British text declares *°: 
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“The colloidal preparation of barium sulfate now on the 
market will stay in suspension for one-half hour and may 
be used without any suspending agent.” We have not had 
the opportunity to examine the product in question here 
but are strongly of the opinion that the reason why no 
suspending agent need be added is that one is already 
present as a powdered gum, presumably one of the 
celluloses. 


GENUINE COLLOIDAL BARIUM SULFATE 


Dr. Barron assures me that it should be possible to 
prepare genuine colloidal barium sulfate by titrating a 
solution of barium chloride with sodium sulfate. The 
product thus prepared could be washed free of soluble 
barium, and if it were kept wet and not allowed to dry it 
would make a stable suspension in water alone without 
the aid of a suspending medium, though its barium con- 
tent would be low and its stability vulnerable to contact 
with acid or alkali. It is conceivable that the addition of 
small amounts of such material to ordinary homogenized 
suspensions would improve their diagnostic properties, 
but there is no assurance of this, and as yet we have not 
nad the opportunity to put the matter to clinical test. 


SUSPENDING MEDIUMS 


Ideal Suspension.—The ideal homogenized suspension 
for use as a barium enema should hold the bulk of the 
barium in suspension for long periods of time and yet 
deposit on the colon mucosa a thin barium sulfate film 
that will persist for from 10 to 15 minutes after the main 
portion of the enema has been expelled. The opacity and 
viscosity of the suspension should be capable of adjust- 
ment independently over a wide range, and its tendency 
to clog enema tips and lines of connecting tubing should 
be minimum. Suspensions for oral administration should 
be palatable in addition to having these other qualities. 

Synthetic Gums.—In the preparation of homogenized 
suspensions of barium sulfate, the synthetic gums have 
many advantages over such substances as starch, pectin, 
acacia, agar, tragacanth, and gelatine; and, among the 
synthetics, sodium carboxymethylcellulose (C. M. C.) 
seems to be better than most.'' It was developed in Ger- 
many in 1918 and is manufactured in this country by the 
Hercules Powder Company. It is extremely effective in 
holding barium sulfate in suspension, is nontoxic, and, 
unlike the natural gums, is not digested or precipitated by 
the acid or alkaline juices of the gastrointestinal tract. 
It is possible to mix powdered C. M. C. with dry barium 
sulfate and then add the water-later as the material is to 
be used, but it is better to prepare an aqueous mucilage 
of the gum and then mix this with barium sulfate and 
water: At the moment our own practice is to have the 
C. M. C.-barium sulfate-water mixture prepared in our 
own pharmacy, run through a colloid mill there, and dis- 
pensed to the radiology department in one-gallon jugs 
ready for use. 

Tannic Acid and Silicones.—We have had no personal 
experience with 1% tannic acid added to the enema mix- 





9. Schinz, H. R., and others: Lehrbuch der R6ntgendiagnostik, ed. 5, 
Stuttgart, Georg Thieme, 1952, p. 2969. 

10. Shanks, C. S., and Kerley, P.: Textbook of X-Ray Diagnosis, ed. 2, 
Philadelphia, W. B. Saunders Company, 1950, vol. 3, p. 332. 

11. Bactowsky, E., and Presto, J.: Cellulose Preparations in Pharmacy 
and Medicine, Bull. Am. Soc. Hosp. Pharm. 7: 65-73, 1950. 
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ture but are not greatly impressed by published reports 
of its use. On little more than a hunch, we have begun 
trials with bariums that have been coated with various 
silicones before they are mixed with water and C. M. C. 


mucilage. 
NEED FOR EXPERIMENTATION 


Radiologists, chemists, and pharmacists should be en- 
couraged to work at improving barium sulfate suspensions 
for oral and rectal administration, but their work will be 
most effective if it is stripped of every vestige of secrecy. 
Conceivably a precise control of the pH of the mixture 
might be conducive to the best results, and possibly a 
suspension in which the pH had been carefully adjusted 
and then buffered to resist the acidity of the gastric juice 
and the alkalinity of the intestine would be clinically ad- 
vantageous. This is only a guess, however, and I am told 
that the gums themselves are such excellent buffering 
agents that it is unlikely that anything better could be 
found. I have omitted mention of the use of the iodized 
oils and colloidal thorium dioxide as gastrointestinal 
opaque mediums because the former have such a limited 
application and the latter is so impractical because of its 
radioactivity, to say nothing of its cost. 





Barium enema apparatus. A, the enema tube assembly or harness. B, 
here the harness is being loaded into the apparatus. Pinchcock beneath 
the supply pot is closed. The crank of the four-way pinchcock is in the 
down or load position. The supply line has been inserted in the four-way 
cock and connected to the supply tank. The drainage line is in the 
process of being inserted but the gate that retains it is still open. C, both 
gates are now closed. The crank of the four-way pinchcock has been 
turned to the hold position, which pinches off both supply line and 
drainage line. The hand pinchcock beneath the supply pot has been 
opened. The air supply has been attached to its bracket and the air hose 
has been connected to the air supply. D, apparatus completely assembled 
at foot of fluoroscopic table. A sink beneath the supply pot catches the 
small amount of barium that is lost as harnesses are being changed 
between patients. 


OBJECTIVES AND PROCEDURES 


The techniques and criteria for detecting gross lesions 
of the colon have become reasonably well standardized 
and need not be considered here, but there is still debate 
as to the best means of detecting small polyps. Some radi- 
ologists prefer the air-contrast methods,'* by which is 
meant the making of single or, preferably, stereoscopic 
roentgenograms after the mucosa of the bowel has been 
coated with barium sulfate and the lumen distended with 
air so that polyps show as rounded translucent masses 





12. Templeton, F. E., and Addington, E. A.: Roentgenologic Examina- 
tion of Colon Using Drainage and Negative Pressure, with Special 
Reference to Early Diagnosis of Neoplasm, J. A. M. A. 145: 702-704 
(March 10) 1951. 

13. Gianturco, C., and Miller, G. A.: High-Voltage Radiography for 
Detection of Colonic Polypi: Selected Papers of the Carle Foundation, 
Urbana, Ill. 6: 123, 1953. 

14. Sarasin, R.: Apparatus Simplifying Technic of Administration of 
Qpaque Enemas, Especially for the Mucosa, Bull. et mém. soc. de radiol. 
med, de France 20: 276-277, 1932; abstracted, Am. J. Roentgenol. 35: 
571, 1936. : 
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thinly coated with barium. Others employ dilute susp«n- 
sions of barium sulfate and subsequent filming, prefers ly 
stereoscopic, using radiation of moderate voltage,’ by 
which procedure polyps appear as negative shadows sep 
through the dilute barium that fills the lumen of the co on, 
Some of the published roentgenograms made by his 
method are convincing indeed, but admittedly fluoros- 
copy is rendered somewhat more difficult because of the 
low degree of contrast between the barium-filled loops 
of bowel and the surrounding abdominal structures, 
Another method has been to employ barium suspensions 
of normal opacity that show well on the fluoroscopic 
screen when fluoroscopy is done at moderate voltage and 
then to use higher voltage for making the films.* This 
seems to be a logical approach, but at the moment few 
radiologists are equipped with high-voltage diagnostic 
machines. No doubt most of us agree with those who 
believe that all of the methods have advantages and dis- 
advantages and that even a combination of all methods 
will not suffice in all cases. 


TECHNICAL DEVICES 


Except where a maximum number of patients must be 
examined in a minimum amount of time, the simplest 
of devices suffice, but, where the volume of work is large, 
considerable time can be saved by employing special 
equipment. In 1936 Sarasin '* described an apparatus 
that enabled the radiologist to select at will full-strength 
or diluted thorium dioxide for injection into the colon. 
Injection was accomplished by compressed air at from 
4.5 to 6 lb. to the square inch, and a valve that selected 
either the full-strength medium or the diluted medium was 
under the control of a foot switch. 

At the 1950 session of the American Medical Associa- 
tion in San Francisco, Dr. F. E. Templeton demonstrated 
and subsequently with Dr. E. A. Addington published a 
description of an apparatus to facilitate filling and drain- 
ing the colon and introducing air after the bulk of the 
enema had been expelled.'* These authors have supplied 
us with one of their instruments, and it has served as the 
starting point for apparatus of our own (figure). Like 
Templeton and Addington, we employ crank-operated 
cams to operate pinchcocks that close or open lines of 
rubber tubing, this unit constituting a four-way pinch- 
cock, which in the first position allows barium to flow into 
the colon, in the second position closes both filling and 
draining lines, in the third position allows barium to flow 
out of the colon into the sewer, and in the fourth position 
frees both lines so that the “gates” can be opened and a 
new harness of enema tip and connecting lines substituted 
for the one used for the previous patient. These assem- 
blies or harnesses are built up on a cross-shaped fitting 
that we make by welding a 3/16 in. aluminum nipple into 
the space between two of the limbs of a commercial 5/16 
in. aluminum Y. This added nipple carries the air line, 
and the neighboring 5/16 in. nipples are used, one for 
the supply of fresh barium suspension, the other for 
drainage. The third or common limb of the Y carries the 
enema tip, which is sometimes of metal, more frequently 
of the self-retaining rubber type (Bard No. 40). All three 
lines are equipped with Schrader snap-on fittings so that 
they may be quickly and easily attached to the air supply, 
the barium supply, and the drainage ejector. 
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he barium supply is stored in a 16-quart aluminum 
sto-kpot resting on a shelf that is clamped to a steel mast 
erected at the foot of the horizontal fluoroscope. Close to 
thi- mast and the foot of the table is a small sink equipped 
win a Penberthy ejector. The four-way pinchcock is 
buckled to a bracket or the vertical mast in a manner that 
allows rapid detachment for daily cleaning, and the shelf 
that carries the stockpot also provides support for the 
snap-on fitting in the barium supply line, a hand-operated 
pinchcock to shut off the supply during the changing of 
enema tube assemblies, and the glass jar, pump bulb, 
expansion bag, etc., that are used for inflating the colon. 

The injection of barium can be started or stopped by 
turning the crank of the four-way pinchcock to the “fill” 
or to the “hold” position, and when it is desired that the 
enema be expelled this is done by turning the crank to 
the “drain” position and turning on the water to the 
Penberthy ejector. To inflate the colon one first drains it, 
then turns the crank of the four-way pinchcock to the 
hold position and opens the pinchcock on the air line. 
Now, by pumping the hand bulb, air is forced through the 
glass trap, through the small nipple of the cross, and 
through the enema tip into the bowel, backflow into the 
supply line and drainage line being prevented by the fact 
that with the handle at the hold position both of these 
lines are clamped. 

To remove a harness that has been used by one patient 
in preparation for the insertion of a fresh one for the suc- 
ceeding patient, one first closes the handcock beneath the 
stockpot and then turns the crank to the “load” position. 
The gates are now opened and the supply line discon- 
nected from the fitting beneath the stockpot. When this 
has been done, fresh barium suspension will drain from 
the short run of supply line between the handcock and 
the Schrader fitting, but the amount is small, and most of 
it can be made to spill into the sink beneath. The air line 
likewise is disconnected at its Schrader fitting and last 
of all the drainage line from the Penberthy ejector. Of all 
three lines, this latter is the only one that becomes con- 
taminated during the examination, and the apparatus has 
been designed so that with the exercise of reasonable care 
cross contamination will not occur from one patient to 
another. 


MICROFILM SURVEYS OF COLON AFTER ORAL 
ADMINISTRATION OF BARIUM 

The early work on examination of the colon following 
the oral administration of bismuth was so much less satis- 
factory than examination with the aid of the opaque 
enema that most radiologists are prejudiced against any 
return to the old method of attack. There is obvious need, 
however, for conducting routine photofluorographic sur- 
veys of the colon similar to those now established as 
standard procedures in the case of the lungs, and ob- 
viously for such work the barium cannot be introduced 
by rectum. As better homogenized suspensions of barium 
sulfate are produced, it seems increasingly possible that 
we may be able to devise mediums that will hold the 
barium in suspension throughout its entire passage 
through the alimentary tract, and in recent years the 
development of high-speed reflector cameras and more 
recently new fast refractors has brought the abdomen 
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within the scope of the photofluorograph. An apparatus 
of this sort in which 70 mm. roll film is used has been 
under development by us for some time, was reported in 
September, 1952, at the annual meeting of the American 
Roentgen Ray Society, and presently will be published 
in the journal of that society. In the first model of our 
camera, the film-moving mechanism required the use of 
special thick-based film, and the loading and unloading 
of the film was a slow and difficult job. We have under 
construction a new film-moving mechanism in which film 
of standard thickness is used. It is extremely simple to 
load, and as soon as it is completed, we will begin routine 
colon surveys for symptomless polyps as well as other 
unsuspected lesions. 
SUMMARY 

Well-established and long-accepted techniques suffice 
for the radiologic detection of gross colon lesions, and the 
greatest contribution of radiology to the control of colon 
disease lies in this area. There is growing appreciation, 
however, of the importance of extending the colon x-ray 
examination to include the detection of very small lesions, 
particularly multiple polyps, and in this area there are 
difficulties that challenge existing techniques. Improve- 
ments are needed in the preparation of the patient, the 
formulation of barium suspensions, and the facilities for 
introducing and removing the barium and inflating the 
colon with air. Liquid diet and castor oil are preferable 
to cleansing enemas as preparation for colon examina- 
tions, and mucilage of sodium carboxymethylcellulose is 
a superior suspending agent for barium sulfate. An appa- 
ratus is described for facilitating the filling, draining, and 
insufflation of the colon in institutions where a maximum 
number of patients must be examined in a minimum of 
time. Where the volume of work is not large, simple acces- 
sories will yield equally satisfactory results. Routine small 
film surveys of the colon following the oral administration 
of barium suspensions eventually may be developed to 
the point where they approximate the usefulness of small 
film chest surveys. 


950 E. 59th St. 





Push-Button Diagnosticians.—I often think that if I were 
asked quickly to examine a group of men applying for the 
Diploma of the National Board of Internal Medicine I would 
test them on a patient suffering from a severe neurosis, bad 
migraine or mild psychosis, or the results of a little stroke, 
but with silent stones in the gallbladder, an old, long-healed 
“duodenal ulcer,” a movable but silent and harmless right 
kidney, a harmless diverticulum of the duodenum, a silent 
diaphragmatic hernia, a colon covered with silent and harm- 
less diverticula, some harmless cervical ribs, a silent myoma 
of the uterus, a large but harmless retrocecal appendix, a 
loud but harmless congenital heart murmur or a symptom- 
less bundle-branch block. 


The applicants who had enough clinical sense and wisdom 
not to grasp quickly and happily and confidently at the diag- 
nostic straw offered them would be passed; the rest would be 
deferred. They, obviously, could not yet have attained into 
clinical wisdom. They would still be ordinary push-button 
diagnosticians, men like the head of a small clinic, who, on 
introducing me to his laboratory assistant, said: “Here’s the 
woman who makes my diagnoses.” How fearful I was that he 
was telling the truth!—W. C. Alvarez, M.D., On Disregard- 
ing Findings That Cannot Explain the Syndrome, The New 
England Journal of Medicine, July 30, 1953. 
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Within two years after Roentgen’s discovery of the 
x-ray, Cannon studied the movements of the stomach 
and intestines of cats on the fluoroscopic screen after 
giving them food mixed with bismuth subnitrate. Shortly 
thereafter, Francis Williams applied a similar technique 
to human subjects, and an important and extremely use- 
ful method for examination of the digestive tract had its 
beginning. Today, the conventional fluoroscopic and 
radiographic examination of the gastrointestinal tract 
remains the safest and the most informative study of this 
system; however; this method of examination is by no 
means absolute, for there are many inherent limitations. 

In many instances, varying with the anatomy of the 
subject examined and the conditions under which the 
examination is conducted, little credence should be at- 
tached to certain indefinite findings or to a negative study. 
Therefore, just as it is true that pathological change can- 
not be correctly interpreted when normal variants are not 
known, it is also true that any diagnostic study reaches 
its full value only when its limitations are well known 
and carefully considered. 

There are several instances in which a properly con- 
ducted and interpreted roentgen examination of the 
gastrointestinal tract may yield results that are conflict- 
ing or fallacious. The first instance is a completely 
normal-appearing study when actually abnormality 
exists; the so-called subroentgenographic types of dis- 
ease without apparent detectable structural or functional 
change in the gastrointestinal tract. A second instance is 
the finding of a structural or functional change, but 
failure to correctly interpret it. It is certainly not always 
possible to correctly interpret pathological change, 
although experience and the use of the best diagnostic 
aids reduce this error to a minimum. Not all findings are 
specific. They may be characteristic but not typical, in 
which case the clinical background must be carefully 
correlated. A third instance occurs in the study of specific 
areas of the gastrointestinal tract where it is difficult, at 
times, to demonstrate abnormalities even when they are 
known to be present. This fact is especially true in exami- 
nation of the small intestine when, for example, a 
Meckel’s diverticulum is known to be present and yet 
escapes detection in conventional studies. 


TECHNIQUE 
It is important to review the techniques and the actual 
mechanisms employed in studying the gastrointestinal 
tract. A suitable contrast medium, usually a suspension 
of barium sulfate or, in special instances, an opaque oil, 
can coat the inner or mucosal surface of the gastro- 
intestinal tract. Any abnormality that is to be detected 
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must produce some change in the accepted noriial 
appearance of this inner surface of the hollow viscus 
under examination. The areas under examination «re 
studied dynamically by fluoroscopy and are recorded for 
further careful study by properly exposed roentgeno- 
grams. All available variations of techniques should be 
employed to obtain the maximum of information. The 
use of skillful palpation, relief techniques, compression, 
double contrast study, and other special techniques, such 
as the addition of suspected allergens or psychic stimuli, 
may add to the informative value of the study. 

The detection of physiological, anatomic, or func- 
tional change in many instances requires several different 
types of approach. A carefully recorded history and a 
brief but pertinent preliminary physical evaluation of the 
patient may suggest a variation of normal technique. The 
radiologist, like any other consultant, should have all the 
significant clinical information concerning the patient 
readily available. This is important in order to avoid 
excessive manipulation that may add to the very ill pa- 
tient’s distress or complicate his illness and is also impor- 
tant in other instances, for only when the radiologist has 
all the clinical information available can he be expected 
to intelligently interpret his findings. 

The demonstration of any lesion in the gastrointestinal 
tract is dependent on its size. Every mucosal lesion has 
its intramural beginning, and until it (1) attains sufficient 
size for detection through a distortion of the mucosal 
silhouette by ulceration; (2) produces a filling defect; or 
(3) interferes with the intramural nervous mechanism, 
thereby affecting or producing apparent inflexibility, it 
is likely to remain undetected. However, a colonic 
neoplasm as small as 2 or 3 mm. may be demonstrated 
by a good double contrast roentgenogram, providing 
the colon has been properly prepared. The colon can be 
the most satisfactory part of the gastrointestinal tract for 
examination, provided good preparation has _ been 
accomplished, for one can control the amount and 
admixture of barium and air to produce the proper 
double contrast, if necessary, and, moreover, palpation 
can be carried out satisfactorily, particularly on the left 
side. It is, however, important to mention that the 
radiologist should not be responsible for diagnosis of 
diseases of the rectum. No x-ray procedure could, in any 
way, take the place of direct endoscopy in this location. 

The gastrointestinal examination is worthy of the 
same preparation as a surgical procedure. If rigid atten- 
tion to detail is carried out in this regard, more informa- 
tion will be forthcoming. The number of repeat examina- 
tions will be materially reduced, effecting a saving in 
time and expense to the radiologist, the institution that 
he may be serving, and the patient, to say nothing of the 
diminished radiation exposure to both the patient and 
the physician. In no other division of roentgen diagnosis 











yi. 153, No. 16 


a: technical procedure and routine of examination more 
in portant than in the study of the gastrointestinal tract. 
Tus, the accuracy and success of the method depend on 
th: knowledge, care, and skill of the physician conduct- 
in« the examination, as well as the careful attention to 
details in the preparation of the patient. It should be the 
aim of the examiner to obtain the utmost information 
possible from each examination within the limits of the 
safety, comfort, and tolerance of the patient. Proper 
preparation makes such information easier to acquire. 

Since we can visualize only the inside silhouette of the 
lumen of the organ being studied, and any effect noted 
must produce a change in its appearance, either struc- 
turally or functionally, a mass lesion will not become 
apparent until it has either attained sufficient size to 
change the mucosal surface by stretching, ulceration, or 
induration or produced a secondary functional change. 
Extralumenal masses can be detected if they are large 
enough and closely enough associated with the gastro- 
intestinal tract to produce pressure effects on the lumenal 
silhouette. Moreover, the fluoroscopic manipulation will 
give one an idea of the relationship of the extralumenal 
masses to the gastrointestinal lumen. 

Secondary manifestations that appear as gastrointesti- 
nal findings but are dependent on lesions adjacent to the 
gastrointestinal tract and its appendages are often de- 
tected, but they may be confusing. By interference with 
the blood supply, lymph drainage, or innervation, they 
produce changes in the appearance of the intestinal pat- 
tern. Localized motor changes appear reflexly and are 
often related to extralumenal lesions or the lesions at 
some distant point in the gastrointestinal tract. 

The condition of any region at the time of study in- 
fluences its roentgen appearance; for example, a narrow- 
necked diverticulum, by its very nature, may not fill, 
particularly if there is any associated inflammatory 
change, spasm, or edema. The regions may be filled with 
blood clot or fecal material and thus not permit filling 
with the opaque medium. In some instances, the neck of 
a diverticulum may be so wide that it will fail to hold the 
barium long enough to be detected. True diverticula, 
such as Meckel’s diverticulum, empty as readily as the 
rest of the intestinal lumen. If bleeding occurs from such 
a lesion, it becomes more irritable; and, if inflamed, it 
becomes occluded. 

Functional changes in the gastrointestinal tract are 
probably as common as functional changes in any other 
organ system in the body. They may be minimal in ex- 
tent, or they may be so severe that they eventually pro- 
duce extensive structural change. Emotional and allergic 
manifestations can produce. marked change in the 
appearance of the bowel. Etiological diagnosis, in such 
instances, may be difficult to make because of similarity 
of pattern. 

ESOPHAGUS 


While barium studies of the esophagus may aid in 
specific cases, there are one or two limitations that must 
be noted. The first is the possibility of missing rather 
small lesions in the mucosal surface by not having sev- 
cral films with different degrees of filling. When there is 
no obstruction, the speed of passage of barium down the 
esophagus will often preclude the detection of a very 
small lesion without careful fluoroscopic study and serial 
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films. Varicosities, unless they are very far advanced, 
may often escape detection, because peristalsis may 
“milk” them out; or they may be collapsed from recent 
hemorrhage. Therefore, careful fluoroscopic examina- 
tion in all projections, with films made in various stages 
of filling, is usually necessary in order to see a small 
lesion. Even they may be missed, so that it can be said 
that varices can never be ruled out by radiological means. 
However, when lesions are large, the positive findings 
are obvious. Another rather annoying limitation of the 
examination of the esophagus is the difficulty of detecting 
small superficial ulceration associated with a diaphrag- 
matic hernia or actual peptic ulceration. 


STOMACH 


In the stomach the greatest difficulty is at the upper 
end where palpation is not readily carried out. Here, 
even with good positioning and careful fluoroscopic con- 
trol of roentgenographic projections it is easy to miss 
small lesions. This has been called the radiological “blind 
spot.” Intramural lesions often give trouble unless careful 
fluoroscopy or a large series of films will show an ap- 
parent inflexibility of the stomach wall. Hyper-rugosity 
(increased mucosal folds) is a nonspecific finding that 
may be either inflammatory or the result of intramural 
infiltration. When there is doubt, early follow-up studies 
and gastroscopy are important adjuncts to the original 
roentgen examination of the stomach. 

One of the greatest problems is distinguishing between 
a simple ulcer and an ulcer based on cancer or asso- 
ciated with a cancer. There are certain characteristic 
findings with the simple peptic ulcer, but there is a bor- 
derline type in which it is very difficult to tell whether 
there is an associated cancer. Unfortunately, no definite 
help is forthcoming from the gastroscopist in most of 
these cases. It is fortunate, however, that this borderline 
type is relatively small. 

The radiologist is usually correct in his interpretation 
when he finds that the lesion appears radiographically 
benign. In questionable cases the patient can be put on 
a strict dietary regimen as a test of the lesion’s benign 
nature (with early follow-up films), or exploration can 
be done immediately. An ulcer that is associated with 
cancer rarely decreases in size or disappears with a di- 
etary regimen. The portion of stomach wall in which a 
malignant ulcer is present does not return to its usual 
normal flexibility, whereas almost always a complete 
restitution to normal occurs in a case of simple ulcer. 
The only crater associated with a cancer that we have 
seen disappear has been associated with the superficially 
spreading type of cancer. After the ulcer filled in, how- 
ever, an area of apparent induration within the wall 
remained. 

SMALL INTESTINE AND COLON 

In the small intestine the intramural lesion that may 
produce very little effect on the mucosa of the wall is 
obviously very difficult to demonstrate. The obstruction 
appears relatively late, and the barium moves through 
rather rapidly; so that, unless careful fluoroscopy is car- 
ried out, lesions of this sort are easily missed. This is 
particularly true when a dumbbell variety of lesion is 
present in which the extralumenal mass may be larger 
than the intralumenal mass. The nonspecific finding of 
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a swollen irregular mucosal pattern with segmentation 
and sometimes widening of the lumen can be caused by 
either local intramural changes or mesenteric involve- 
ment, in which case either the intramural nervous mech- 
anism or the lymph-vascular and blood supply is affected. 
The blood supply and lymph-vascular drainage can be 
affected both by inflammatory change and by neoplasm. 
The pattern and transit time may be affected further by 
the following factors: (1) so-called allergic (food sen- 
sitivity) changes; (2) tumor, either intramural or mes- 
enteric; (3) intramural inflammatory changes; and (4) 
extralumenal masses, which will affect the pattern. The 
findings in the obstructing lesions, which are often de- 
finitive, may sometimes be very difficult to interpret com- 
pletely. 
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In the colon the size of the lesion is the only lim ‘a- 
tion (if careful preparation is carried out), since the x. 
amination can be better controlled than elsewhere in :he 
gastrointestinal tract. 


CONCLUSIONS 
An acknowledgment of the limitations of the roent- 
gen examination is no apology for it but rather renders 
it more valuable in the hands of the person who is at- 
tempting to interpret the findings. There are many |imi- 
tations to every diagnostic procedure. In spite of the 
shortcomings, however, the roentgen examination re- 
mains at present the most important single diagnostic 
modality short of exploration and biopsy. 
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GASTRIC DIVERTICULA 


A. W. Sommer, M.D. 


W. A. Goodrich Jr., M.D., Temple, Texas 


Gastric diverticula are relatively uncommon, but not 
actually rare. Many authors still stress the rarity of this 
abnormality, in spite of the fact that reported cases are 
now quite numerous. The first diverticulum to be diag- 
nosed radiologically was reported by Brown ' in 1916. 
With the increasingly frequent use of roentgen rays in 
gastrointestinal diagnosis, there has been a gradual accu- 
mulation of reported cases. Palmer * found reports of 412 
cases in a recent very complete review of the literature. 
Since then, Eells and Simril * have reported 31 cases. In 
an extensive study of the literature to January, 1953, we 
were able to find reports of 449 valid cases. The diagnosis 
was based on roentgen examination alone in two-thirds 
of the cases. Relatively few were diagnosed gastroscopi- 
cally. Thirty-eight diverticula were found incidentally at 
autopsy.” Undoubtedly, other diverticula have been diag- 
nosed but have not been reported. 

Kaufmann ‘ has defined gastric diverticula as circum- 
scribed, more or less rounded or bag-shaped protrusions 
from the lumen of the stomach containing all three layers. 
There has been much speculation regarding the origin of 
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this abnormality and considerable confusion and inaccu- 
racy in classification. Because this paper is limited to a 
consideration of the clinical and roentgenological charac- 
teristics of gastric diverticula, it is not necessary or desir- 
able for us to become involved in this controversy. 


SYMPTOMS 


Symptoms due to diverticulum of the stomach may be 
lacking, and, when present, are usually vague and not 
characteristic. The most frequent complaint is epigastric 
discomfort, ranging from vague dyspepsia to severe, 
cramp-like pain in the epigastrium and the lower retro- 
sternal region. Pain frequently occurs shortly after eating. 
It may be worse at night or when the patient is in the 
recumbent position. Nausea, vomiting, and dysphagia are 
occasional complaints. Symptoms are often intermittent, 
with relatively long remissions and sudden exacerbations. 
Uncomplicated gastric diverticula are frequently silent 
anomalies. In about one-third of the reported cases there 
were symptoms that were attributed to the diverticulum. 


COMPLICATIONS 

Bleeding is the commonest complication,’ although 
serious hemorrhage is rare. Mucosal changes, such as 
erosion, gastritis, or superficial ulceration, were reported 
in one-third to one-half of the specimens that were exam- 
ined. Aberrant pancreatic tissue was found in at least 15 
specimens. Three instances of perforation of a diverticu- 
lum with hemorrhage into the peritoneal cavity have been 
reported.*° There have been reports of gastric diverticula 
associated with both benign and malignant neoplasms. 
Some of these undoubtedly should have been classified as 
pseudodiverticula, because gastric neoplasms frequently 
develops central necrosis with the formation of a sac-like 
defect. In the reported cases, there was no definite proof 
that the diverticulum preceded the neoplasm. We have 
found no convincing evidence that carcinoma is more 
likely to occur in a diverticulum than in nondiverticular 
gastric tissue. 
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DIAGNOSIS 

fost diverticula are discovered roentgenologically. 
Akcrlund ® proposed definite criteria for the roentgeno- 
logic diagnosis of diverticulum of the stomach in 1923. 
Sandstrom ® and Reich '° suggested additional diagnostic 
features. This has led to a better understanding of the 
abnormality and has increased the accuracy of diagnosis. 
When filled with barium, the diverticulum is seen as a 
smooth, sharply defined, round or oval sac that is attached 





Fig. 1.—Typical diverticulum 2 cm. in diameter arising from the 
posterior gastric wall about 3 cm. from the esophagogastric junction. 


to the stomach by a relatively narrow neck (fig. 1). Being 
thin-walled and pliable, the smooth outline persists, but 
the contour often varies with position and amount of fill- 
ing. If the pouch is not completely filled with barium, an 
air-fluid level or a double contrast effect may be obtained 
(fig. 2). Change in position may result in emptying, but 
there frequently is retention of barium in the sac for many 
hours. At times, rugal markings can be seen in the mu- 
cosal lining of the diverticular neck (fig. 3). Tenderness is 
not present unless there is some complication. 

We were prompted to study this condition when we 
became aware of a marked increase in the frequency of 
our roentgen diagnosis of gastric diverticula. In 1952 the 
diagnosis was made nine times in 5,110 patients who were 
subjected to roentgen examination of the stomach, giving 
an incidence of one diverticulum discovered per 568 ex- 
aminations. In the previous 10 years only eight cases were 
found in 44,870 such examinations, an incidence of one 
in 5,610 examinations. The significance of this variation 
in the discovery rate will be discussed. A total of 21 diver- 
ticula were diagnosed during a period of 26 years 
(table 1). 
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ANALYSIS OF OUR CASES 
Location and Size.-—Twenty of the 21 diverticula in 
this series were situated at the cardiac end of the stomach, 
arising from the posterior wall 3 to 5 cm. from the esopha- 
gogastric junction. One was located in the prepyloric 
region, on the greater curvature side, about 2 cm. from 
the pylorus (table 2). Half of the diverticula were from 





TABLE 1.—Number and Incidence of Gastric Diverticula Seen 
at Scott and White Clinic, 1927-1952 


1952 1942-1951 1927-1941 Total 
No. of diverticula discovered.... 9 8 4 21 
No. of patients subjected to 
stomach examinations......... 5,110 44,870 33,788 83,768 
SRD .ccbdécucccescesceses ‘ae 1:568 1:5,610 1:8,447 1:3,990 


2 to 3 cm. in diameter (range 1 to 5 cm.) Barium was 
retained in the diverticulum in 53% of the patients having 
subsequent roentgenograms. 

Age and Sex.—The ages of the patients in our series 
ranged from 23 to 77 years; 11 were 50 years of age or 
older, and 10 were 23 to 50 years. More than half, or 
60%, of the patients were women. 

Relation of Symptoms to Diverticulum.—Only six 
patients had symptoms that we attributed to the gastric 





Fig. 2.—Diverticulum 4 cm. in diameter in the usual location at the 
cardia, illustrating double contrast effect. 


diverticulum. Pain was present in each of these patients, 
with radiation to the lower retrosternal region in three 
instances. In two patients, the pain was severer at night, 
and three had aggravation of distress after meals. There 





8. Akerlund, A.: Diverticula of the Stomach from a Roentgenologic 
Viewpoint, Acta radiol. 2: 476-485, 1923. 

9. Sandstrom, C.: Contribution to the Roentgenological Appearance in 
Cases of Benign Diverticular Growths of the Stomach, Acta radiol. 10: 
427-436, 1929. 

10. Reich, N. E.: Gastric Diverticula, Am. J. Digest. Dis. 8: 70-76 
(March) 1941 
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was evidence of bleeding in three patients; one vomited 
blood and two had tarry stools (table 2). Three patients 
who are still under observation, have symptoms that may 
be due to the diverticulum (table 2). 


Twelve patients either had no symptoms or had symp- 
toms that could be attributed to causes other than the 
diverticulum. Seven patients had associated duodenal 
ulcer. One had cholelithiasis, and acute appendicitis de- 
veloped in one while he was under observation. Both of 
these patients obtained relief of their symptoms after 
surgery, although the diverticulum was not disturbed in 
either instance. One patient with a diverticulum adjacent 
to the cardia, discovered 25 years ago, has never had 
symptoms. This patient has been examined periodically 
and the diverticulum has remained unchanged. 

Treatment.—Three of our patients were subjected to 
surgery for gastric diverticulum (table 3). Thus 14% of 
patients with gastric diverticula received surgical treat- 
ment for their condition. Following are reports of these 
three cases. 





Fig. 3.—Diverticulum 2% cm. in diameter adjacent to the cardia. The 
black arrow points to the esophageal orifice. Normal mucosal markings 
can be seen in the narrow neck. 


REPORT OF CASES 


Case 1.—A 50-year-old man reported to this clinic because 
of burning pain and a feeling of fulness in the epigastrium. 
Pain radiated to the lower retrosternal region and, when 
severe, would seem to shut off his breath. Belching and vomit- 
ing always relieved the discomfort. Roentgen examination of 
the stomach showed a diverticulum about 5 cm. in diameter 
arising from the posterior gastric wall about 4 cm. from the 
esophageal opening. There was also slight deformity of the 
duodenal cap with no evidence of crater or obstruction. 

Because of the severity of the symptoms, an operation was 
performed. The surgeon found slight scarring of the duodenal 
cap but no indications of active duodenal ulcer. The diver- 
ticulum was resected. Histopathological study revealed normal 
mucosa, moderate diffuse lymphocytic infiltration of the 
submucosa, and moderate thinning of the muscularis. Four 
months later, a roentgenologic examination of the stomach 
showed slight irregularity of the stomach wall at the operative 
site and slight deformity of the duodenal cap similar to that 
seen preoperatively. A verbal report from the patient four 
years postoperatively was “no complaints since the operation.” 


J.A.M.A., Dec. 19, 953 


CasE 2.—A 58-year-old man reported to this clinic because 
of indigestion and recurring spells of burning pain js the 
epigastrium of 15 years’ duration. Food and alkalies had . yep 
no relief. For one day, four weeks before admissio; he 
passed black, tarry stools. Three days before admissio; he 
began to pass copious tarry stools and complained of © -ak. 
ness. His appearance on admission indicated extensive | \ooq 
loss. 

Results of laboratory studies were as follows: hemog obin 
level of 9 gm. per 100 cc.; red blood cell count, 2,96) 000: 
and feces, tarry, with positive test for blood. The first + ent. 
genologic examination of the stomach revealed no abnormalj- 
ties. Roentgenograms of the abdomen made 24 hours |ater 


TABLE 2.—Descriptive Data in Twenty-One Cases of Gustric 


Diverticula 
No. of Pr 
Patients centage 
NE te NI, «35. Jy arc uch won eeeedoiesese 20 
ae SIO. . «6:00.04 uvomicbssewskanesewans 1 
ac haincsdcseckeeeterwecsacedeoeaansene 8 10) 
SIE Siidint Macitic uisidis gibbon enneue-awuvan ko beeaen 13 
PS OE Ri scored pacunscdesvesisteus« 7 
(out of 13) 
Symptoms due to the diverticulum.............. 6 8 


Chief symptoms: 


NE ME itis deipce uc akeavdous vcsecuks 
Pain worse when recumbent................ 
Pain worse after eating.................... 
Retrosternal radiation...................00- 
BED NE WINE os.cc g:acen 0c:004s0 00000 
EE bd ctdcannisvewcnddebewsseres cee 
a 
Symptoms possibly due to diverticulum........ 


Symptoms could not be attributed to divertiec- 
I ack dasicn hci divduthe subeced Conve cerecienccwe 12 


we oo S&S we 


Associated disease: 
a udacndeasdans 0sedcsnsseeeees 7 
EN  nicivcincdngedcntabebeeeebiokesd 1 
Recurrent appendicitis.................ccseee l 
DVOTCICMIOGIE, GOTO. ....0.cccccccccccccecsece 2 
Diverticulosis, duodenum..................+. 1 


No. of No. of 

Age, Yr. Patients Size, Cm. Diverticula 
Pate sdqeokussedeows 3 Pv < 40s bessseeeweiees ] 
Er errr eT ye 3 PEisicncencescccesowees 1] 
eth 600eeveesdnneses 4 a Mavensseesteveenauns 5 
09 64 s0b0504506400s 7 ce sicesecseserencss 3 
Dib eneveseseseweres 3 AR eee aN ] 
Ps hare cdoneedesses 1 


TABLE 3.—Treatment in Twenty-One Cases of Gastric 


Diverticula 
No. of 
Treatment Patients 
OD 66.5.6. 6:6 0068 8606600 ses ccsessceeretesesesecesses 1 
I oil dass Cacgee capienas wen senenenneee 1 
eS 9 
ee ES ac enecsns snes sbenesetesssous’ 7 
I ah dhtie S05 555068 Cedn Ce endsdeconed Ee Oe nae eae 3 
no. ce paso w eek taenswtesweneosaue (1) 
Ny Be NI gs i 0c.cecsncwctcnsoveevercpecnouwesuns (1) 
ee SU Ms oc webatwns vedeeeawdeeosusessaeueuins (1) 


showed no residual barium. When the stomach examination 
was repeated several days later, a diverticulum, measuring 
2% cm. in diameter, was found arising from the posterior 
gastric wall 2 cm. from the esophageal orifice. Barium was 
still present in the diverticulum 18 hours later. The esophagus, 
stomach, and entire small bowel otherwise appeared normal. 
Roentgenologic examination of the colon showed no ab- 
normalities. 

Because of continued blood loss, an operation was advised. 
Two blood transfusions were given, and exploratory lapa- 
rotomy was done. No lesions other than the diverticulum 
were found. The diverticulum was situated in the location 
described on the roentgenogram. Because of the technical 
difficulties encountered, the surgeon inverted the diverticulum 
and ligated blood vessels adjacent to the base. 
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have no definite proof that the diverticulum was the 
sou--e Of the bleeding in this case, but no other bleeding 
sou'<e could be found. During the year that has elapsed since 
the »peration, there has been no further hemorrhage. 


( \sE 3.—A 32-year-old man presented himself because of 
epi: astric pain. Nine years before admission, a diagnosis of 
du ‘enal ulcer was made elsewhere. He responded fairly well 
to .edical treatment until about three or four weeks before 
adr:ission. Vomiting and severe epigastric pains made him 
sees admission to the hospital. 

Koentgenologic examination of the stomach showed a 
ma:ked deformity of the duodenal cap, with a small crater 
in the base of the cap and a round, sac-like projection, about 
142 cm. in size, arising from the prepyloric region of the 
stomach on the greater curvature side (fig. 4). The radiologic 
diagnosis was (1) duodenal ulcer with crater and (2) gastric 
diverticulum. We attributed his symptoms to the duodenal 
ulcer rather than to the diverticulum. 

Operation was advised because of the presence of the duo- 
denal ulcer and to confirm the presence of a gastric diver- 
ticulum. The distal three-fourths of the stomach was resected. 
The diverticulum was found as described in the roent- 
genologist’s report. Histopathological study showed it to con- 
sist of all three layers found in a normal gastric wall with no 
evidence of mucosal change or aberrant pancreatic tissue. 


COMMENT 
A better understanding of this subject is possible if 


gastric diverticula are divided into groups on the basis 


of location. 

1. Diverticula Adjacent to Cardia.—At least 75% of 
all gastric diverticula arise from the posterior wall 3 to 5 
cm. from the entrance of the esophagus. They are usually 
asymptomatic and seldom give rise to complications. 


2. Diverticula Adjacent to Pylorus.—About 15% of 
gastric diverticula occur near the pylorus. Diagnosis is 
difficult, and complications are not uncommon. 

3. Diverticula in Other Portions of Stomach.—Diver- 
ticula in other parts of the stomach comprise a relatively 
small group. Diverticula are seldom found more than a 
few centimeters from the cardia or the pylorus. Diagnosis 
is difficult, and complications are common. 

Each group may be considered almost a separate entity, 
with a remarkable uniformity of the clinical and roent- 
genological characteristics of all the diverticula in that 
group. This uniformity is especially striking in the diver- 
ticula that occur close to the cardia. Almost all of them 
arise from a specific portion of the posterior wall and, 
except for slight variation in size, are almost identical in 
appearance. We have been impressed by the failure of 
these diverticula to fill when the patient is examined in 
the upright position. Various authors state that filling will 
usually occur with the first swallow of barium. In our 
series only 4 of the 20 diverticula in the cardiac end of 
the stomach filled when the patient was standing; the rest 
failed to fill until the patient was placed in the supine or 
the Trendelenberg position. In over half of our cases, the 
left posterior oblique position, with the patient recum- 
bent, was the only projection that permitted adequate 
roentgenographic demonstration of the pouch. Since most 
fluoroscopic examinations are done with the patient up- 
right and the usual routine is to obtain roentgenograms 
in the posterioranterior and the right anterior oblique 
projections, many of these diverticula are not visualized. 
Pendergrass '! made this observation in 1931. 

At times, a diverticulum is not visualized because it is 
filled with retained food or secretions that prevent en- 
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trance of the barium. It is also possible for a diverticulum 
with a small orifice to remain distended with gas in spite 
of all efforts to fill it with barium. In this instance the gas 
pocket adjacent to the barium-filled stomach may be seen 
during fluoroscopy or on the roentgenogram. Thus, a 
diverticulum that filled readily at one examination may 
not be seen at a subsequent examination because it is 
filled with food or secretion, or it may appear as a gas 
shadow if trapped gas in the pouch prevents entrance of 
the barium. 

The gradual increase in the discovery rate of gastric 
diverticula in our clinic is largely due to a renewed interest 
in diaphragmatic hernia. It became apparent soon after 
we started our diaphragmatic hernia studies that we 
were discovering gastric diverticula more frequently. 
Fluoroscopic examination in various positions, careful 
positioning of patients for roentgenograms, and frequent 
reexamination resulted in better visualization of defects 





Fig. 4 (case 3).—Diverticulum 1% cm. in diameter adjacent to the 
pylorus, proved surgically. All three layers of the stomach were present 
and there was no aberrant pancreatic tissue. (The photograph was re- 
touched.) 


in the cardiac end of the stomach. When it became appar- 
ent that diverticula adjacent to the cardia usually do not 
fill with barium when the patient is examined in the 
upright position, we began to repeat examination when- 
ever the roentgenogram revealed any irregularity of or an 
unusual gas shadow near the cardiac region. We were able 
to make the diagnosis of diverticulum in six instances 
because roentgenograms, made as part of the first exami- 
nation, aroused our suspicion and made us request 
reexamination. 

Diverticula adjacent to the cardia may be difficult to 
fill with barium, but, once visualized, are not likely to be 
diagnostic problems. The characteristic location, smooth, 
rounded outline, and relatively narrow neck make recog- 
nition easy. Benign gastric ulcer seldom occurs in this 
portion of the stomach. When it does occur near the 





11. Pendergrass, E. P.: Diverticulum of Upper End of Stomach, S. Clin. 
North America 11: 1493-1496 (Dec.) 1931. 
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cardia, it may be confused with a diverticulum, but, usu- 
ally, the ulcer defect can be recognized by the broad base, 
the failure to retain barium, and the absence of the 
smooth, rounded outline so typical of a diverticulum. 
Spasm and tenderness are frequently absent in gastric 
ulcers in this location. In some instances, it may be neces- 
sary to place the patient on a medical ulcer regimen and 
' do repeated examinations to detect evidences of healing. 

An ulcerating carcinoma near the cardia may result 
in a pouch-like defect that bears a superficial resemblance 
to a diverticulum. The defect is almost always irregular, 
however, and a meniscus sign is frequently present. The 
neck is usually broad and irregular, and the mucosa adja- 
cent to the orifice is not normal. 

Varices in the cardiac end of the stomach are rarely 
a source of confusion. Defects due to varices are usually 
multiple, producing a general irregularity of the mucosal 
pattern in the cardiac region. There are almost always 
associated esophageal varicosities. A cascade type of 
stomach, a small diaphragmatic hernia or a long sub- 
diaphragmatic esophagus, may simulate a diverticulum, 
but examination of the patient in various positions will 
usually make differentiation possible. 

We have encountered a previously undescribed differ- 
entiation problem. Following operative repair of a hiatus 
hernia, a contraction ring of scar tissue may remain to 
constrict the stomach near the cardia. The resulting de- 
formity may resemble a diverticulum, but the neck is apt 
to be rather broad and the esophagus can be seen to enter 
directly into the pouch. 

Usually uncomplicated diverticula near the cardia 
cause no symptoms, but they may be responsible for 
baffling complaints. Six of the 20 patients in this series 
with diverticula near the cardia had symptoms that could 
be attributed to the abnormality. Relief of symptoms can 
generally be obtained by simple therapeutic measures. 
Frequently, the patient himself has discovered a proce- 
dure or a remedy that gives him relief. A bland, low 
roughage diet, antacids, and postural drainage of the sac 
have been advocated. Operation is indicated when any 
complication such as hemorrhage, severe pain, or per- 
foration occurs. 

Diverticula adjacent to the pylorus present more 
serious diagnostic difficulties. This is not a common loca- 
tion for a diverticulum, since only 15% of the reported 
diverticula were near the pylorus. Other pathological 
conditions, many of them serious, occur in this portion 
of the stomach much more frequently. It is not uncom- 
mon for these to produce defects that appear on the 
roentgenogram as a sac-like defect. Benign ulcer crater, 
perforated ulcer with accessory pocket formation, ulcerat- 
ing carcinoma, and syphilis of the stomach present the 
most serious diagnostic problems. An additional difficulty 
arises from the fact that diverticula near the pylorus fre- 
quently contain islands of pancreatic tissue. This may 
alter the appearance enough to make recognition of the 
diverticulum exceedingly difficult. Diverticula in this 
location frequently present a confusing picture clinically 
and radiologically, and it is seldom possible to make a 
definite radiologic diagnosis of diverticulum of the pyloric 
end of the stomach. Consequences of misdiagnosis are so 
serious that every diagnosis of diverticulum in the distal 
end of the stomach should be confirmed by operation. 


J.A.M.A., Dec. 19, 1 53 


Diverticula rarely occur more than a few centime: rs 
from the cardia or the pylorus. Only 8 to 10% of he 
reported diverticula were found in the pars media and he 
fundus of the stomach. Some of these were definitely « ue 
to perigastric adhesions, classified by some authors as 
acquired, true diverticula. Relatively few verified, uncoin- 
plicated diverticula, located some distance from ihe 
cardia or the pylorus, have been reported. Some of ‘he 
unverified ones probably were false diverticula. Diagnosis 
is always difficult. It is practically impossible to make a 
radiologic diagnosis of diverticulum when the pouch: is 
not located near the cardia or the pylorus. Gastroscopic 
examination or surgical exploration must be done to 
ascertain the true nature of the abnormality. 

Clinicians have generally accepted the radiologic diag- 
nosis of diverticulum of the colon or the duodenum, but 
have been hesitant about accepting the diagnosis of diver- 
ticulum of the stomach. This may be partly due to the 
confusion that has resulted from the inclusion of diver- 
ticulum-like deformities, designated as false diverticula, 
in some classifications. Definite criteria have been estab- 
lished that permit a high degree of accuracy in the radio- 
logic diagnosis of gastric diverticulum. If only those 
diverticula that fulfill these criteria, or are proved at 
operation or autopsy, are accepted, a more accurate 
analysis of the material will be possible. This will permit 
better evaluation of the accuracy of the roentgen diag- 
nosis of gastric diverticulum and aid in establishing this 
abnormality as a positive or negative factor in gastro- 
intestinal complaints. 


SUMMARY AND CONCLUSIONS 

The literature concerning gastric diverticula is re- 
viewed. The characteristics of gastric diverticula are dis- 
cussed, with emphasis on roentgen diagnosis. Findings 
in 21 previously unreported cases of gastric diverticula 
seen-at the Scott and White Clinic during the past 26 
years are reviewed. 

The following conclusions may be made: 

1. Diagnosis is almost solely the responsibility of the 
radiologist. 

2. Gastric diverticula show a remarkable tendency to 
localize at a specific point near the esophagogastric 
junction. 

3. Many diverticula probably escape detection because 
of failure to fill with barium. 


410 Lamar Dr. (Dr. Sommer). 








Sudden Death in Infancy.—For a series of infants observed 
to die suddenly while in apparent good health, in whom the 
gross necropsy findings were inconclusive, histologic lesions 
are described consisting of inflammatory changes in the 
respiratory tract, vascular changes, focal cellular infiltrations 
in many organs, and reaction of the lymphatic tissues. These 
lesions are identical with those we have previously reported 
in babies found dead in whom mechanical suffocation is often 
alleged as the cause of death. The present study offers addi- 
tional evidence for the previous conclusions; namely, that in 
infants, fulminating respiratory disease is the common cause 
of sudden, unexpected, and apparently unexplained death.— 
J. Werne, M.D., and I. Garrow, M.D., Sudden Apparent'y 
Unexplained Death During Infancy, The American Journal 
of Pathology, September-October, 1953. 
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POLYPS 


Cesare Gianturco, M.D. 


and 


George A. Miller, M.D., Urbana, Ill. 


[he clinical significance of polyps of the large intestine 
has been discussed by many authors, and it is now gener- 
ally accepted that many cancers develop from originally 
benign adenomatous polyps. For this reason, the recog- 
nition of these small growths is important for the preven- 
tion and cure of early malignant lesions of the large 
intestine. The recognition of colonic and rectal polyps 
depends on objective methods of examination. Since 
many polyps are located in the terminal 25 cm. of the 
intestine, routine employment of the proctoscope by the 
general practitioner in adult patients has been strongly 
recommended. 

In diagnostic centers, the responsibility is greater and 
the visual inspection of the accessible large bowel should 
be supplemented by x-ray examination of the colon. This 
may pose peculiar problems of organization and timing. 
These problems can be solved through the cooperation of 
the clinical departments involved. The program of polyp 
detection developed at the Carle Clinic involved the co- 
operation of the departments of internal medicine, sur- 
gery, proctology, and radiology. After several trials and 
errors, the following scheme was finally adopted: 

1. Most adult patients undergoing a “general exami- 
nation” receive a roentgen study of the colon by means of 
“high voltage radiography.” 2. Adult patients without 
definite symptoms are examined by rectoscopy in addi- 
tion to the roentgen study of the colon. This examination 
is a proctoscopy limited to the rectum and is performed 
in the x-ray department just prior to the x-ray work. 
Rectoscopy does not interfere with the x-ray examination 
of the colon and is essentially painless. 3. Adult patients 
complaining of bleeding from the rectum or of anal dis- 
ease receive, in addition to the roentgen examination of 
the colon, proctosigmoidoscopy of the terminal 25 cm. in 
the department of proctology. Because of the insufflation 
of air necessary, proctosigmoidoscopic examinations are 
not done on the same day as the x-ray work. 


TECHNIQUES OF EXAMINATION 

High Voltage Radiography.—This technique is based 
on the observation that radiographic opacity changes with 
the voltage employed. A barium mixture that is fully 
opaque at fluoroscopy at 80 kv. usually consists of one 
volume of barium powder suspended in four volumes of 
water. When the colon is radiographed at 120 kv., this 
barium mixture becomes transparent and radiolucent ob- 
jects, if present, are visible as negative shadows (see the 
figure). 

The examination begins with fluoroscopy of the recto- 
sigmoid area, during which the barium is allowed to reach 
the splenic flexure, carrying with it any gas or fecal ma- 
terial that may have been left in the lower intestine. Dur- 
ing this phase of the examination, the patient is rotated 
from side to side to determine the best positions to prevent 


overlapping of the sigmoid loops. Fluoroscopy is then 
stopped and two 10 in. by 12 in. high voltage films of the 
sigmoid are exposed with the overhead tube with the 
patient in two different positions. This radiographic “un- 
coiling” of the sigmoid is important because in the oblique 
positions fluoroscopic visibility is poor, and a large per- 
centage of colonic lesions are found in this area. The 
study of the sigmoid should be completed before the 
examination of the upper colon is proceeded with, be- 
cause barium in the cecum or in the terminal ileum may 
obscure the sigmoid loops. 


After the sigmoid has been studied and filmed, fluoros- 
copy is resumed, allowing the barium to fill the whole 
colon and to spill into the terminal ileum. The enema tube 
is withdrawn and the machine reset for high voltage radi- 
ography, one 14 in. by 17 in. film being made with the 
patient prore and another with the patient supine with 
the overhead tube. Spot films may be taken for both 
flexures and the cecal area. The purpose of all this posi- 
tioning is to change the pattern of any gas or fecal ma- 
terial that may be present within the bowel and to furnish 
multiple checks on radiolucent shadows that may appear 
on the films. Such shadows may be caused by growths, by 
air bubbles, and by fecal material. Fecal material is 
mottled, irregular, and mobile. Air bubbles tend to be 
multiple, round, or oval and change shape and position in 
the various films. Growths may be of any shape, but their 
appearance and position remain essentially unchanged in 
the different views. If a persistent radiolucent shadow is 
found, the examination is repeated on another day for 
final confirmation of diagnosis. 

In adequately prepared patients, high voltage radi- 
ography is capable of demonstrating growths as small as 
2 mm. in diameter. Its sensitivity is greatest in the trans- 
verse, descending, and sigmoid colon. The technique is 
less satisfactory in the cecum and rectum because of the 
greater cross section of the bowel. 


Rectoscopy.—Rectoscopy is preceded by a cleansing 
enema, the patients having received 2 oz. (60 cc.) of 
castor oil the night before. The proctoscope is introduced 
as far as possible (usually to a depth of from 15 to 18 
cm.) into the rectum and sigmoid without insufflation of 
air with the patient in the prone Trendelenburg position. 
Occasionally one may reach the full depth of 25 cm. 
After the examination is completed and while the procto- 
scope is being withdrawn, the patient is asked to “take a 
deep breath and strain.” This maneuver expels the air 
that has entered the rectum because of the position of the 
patient. The expulsion of this air is essential to avoid 





From the Section on Radiology, Carle Hospital Clinic. 

Read in the Symposium on Roentgen Examination of the Gastro- 
intestinal Tract before the Section on Radiology at the 102nd Annual 
Meeting of the American Medical Association, New York, June 3, 1953. 
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interference with the x-ray work that is to follow. Another 
enema is given after the rectoscopy. 

Proctosigmoidoscopy.—Proctosigmoidoscopy requires 
insufflation of air and for this reason is done on the day 
before the roentgen study of the colon. The patients are 
prepared with enemas, and the technique is that ordi- 
narily used by the proctologists. 


RESULTS 


The results (see the table) of this coordinated program 
may be stated as follows: High voltage radiography of 





Single polyp 1 cm. in diameter seen in the descending portion of the 
colon. 


the colon was used routinely during a period of 24 
months. In the course of 3,351 examinations, 79 patients 
were found to have 92 polyps. Of these 79 patients, 21 


Results of Program for Polyp Detection 


Total no. of high voltage x-ray examinations............. 3,351 
Be, OE ee We BB ooo ok vc ccctccccecscccecccces 79 (2.3%) 
ee EC br ti nos ks ed ererSvarernese sens cecce 92 
No. of polyps less than 1 em. in diameter.............. 38 
No. of polyps more than 1 em. in diameter............. 54 


Location of polyps 


Ee ee ee 8 
EEE ne ae ae ee ie oer er ae nee 44 
os iil eee anim eh ww deeeEe 34 
I eh ee ia od as a ba teta cag Seat 6 
EO. ST GOFUORUIIEE DONITG, occ cecccccccccccccceccceecs 98 
Bes le NG sc dau cniencnes ts evedecvesdseh. coves 21 
No. of polyps removed surgically..................0000. 43 
I I on cinkew é-dcedpodcesedeenes dues 32 
CO ID iia oinseed soos Senco cceesccccoonve 9 
EE od cnnrhidheuasenun toed piebewsnevederesvescteers 1 
ED shacnenssecddvinscevenwereonwesebess 1 


Total no. of proctosigmoidoscopie examinations in pres- 


ais ing a aheie s48eedutenetedess teoben 500 
ee AE I ee Ds 6 vo bic cccccwcccccchevecesccs 60 (12%) 
ey rods yeh rciskenessvabepesdsocwaeces 69 
No. of carcinomatous polyps..............sesecceceecens 5 

Total no. of rectoscopic examinations in absence of symp- 

SED Ser echcerenecesanherepesenseseeserecreessoeccccesnetaeness 1,000 
as Oe ee. Wr Boia onbeiscsecesavistovasvees 58 (5.8%) 
Le I  Lcidcdl cemereabhaed ten vetescvgicesheeCees 64 


Total no. of carcinomatous polyps in entire series......... 14 
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complained of rectal bleeding. Nine polyps were foun:| to 
be malignant. 

One thousand rectoscopic examinations perfor:eq 
during a period of nine months in asymptomatic pati: nts 
disclosed the presence of 64 polyps in 58 patients. Or: an 
average, these polyps were much smaller than those is- 
covered on roentgenograms and were fulgurated with oy; 
performance of biopsies. None of these polyps caused 
noticeable bleeding. 

The available data on proctosigmoidoscopy cover a 
period of 10 months and include 500 such examinations. 
Rogers reports the finding of 69 polyps in 60 patients. Of 
these 60 patients, 20 complained of bleeding. Five polyps 
were malignant. 





SUMMARY AND CONCLUSIONS 
Our program of polyp detection revealed 14 cases of 
early and curable carcinoma of the colon during the 
course of 4,851 visual and x-ray examinations. Polyps of 
the colon and rectum are relatively frequent in adults, 
Many of these growths are asymptomatic. Their malig- 
nant potentialities make them clinically important. The 
routine use of the proctoscope by the general practitioner 
should lead to the discovery of polyps in from 8 to 10% 
of adult patients. A coordinated program consisting of 
visual examinations and sensitive roentgen studies is prac- 
tical in diagnostic centers. This program should lead to 
the discovery of polyps in from 10 to 15% of adult pa- 
tients regardless of symptoms. 
602 W. University Ave. (Dr. Gianturco). 








Clubfoot.—The child born with a clubfoot should be seen 
immediately by the orthopedic surgeon, and unless there is 
some contraindication, treatment should be started at once. 
The nurse is instructed in careful, gentle manipulation of the 
foot, correcting the varus only. As soon as the pediatrician 
feels that it is safe to apply a plaster of Paris dressing this 
should be done, usually at the age of 4 or 5 days. This 
dressing is allowed to remain on for a period of ten days, after 
which it is removed and a second plaster applied. The dress- 
ing extends from the base of the toes to above the knee joint 
(midthigh) with the knee in flexion, thus avoiding the pos- 
sibility of kicking off the plaster by the child. The plaster dress- 
ing at this stage corrects only the varus of the foot, no attempt 
being made to correct the equinus, as this would tend to 
produce a so-called rocker sole. After the second plaster has 
been applied, considerable correction has usually taken place, 
so that it is possible to apply a Denis Browne splint to both 
feet, allowing the child free knee joint motion, and also 
avoiding atrophy of the calf muscles. With the Denis Browne 
splint the child obtains considerable correction of the de- 
formity because of the activity of the lower extremities. . 

With the adjustments of the Denis Browne splints it is possible 
to obtain full correction of the varus, after which the attention 
of the surgeon must be directed toward correction of the 
equinus; following correction of the equinus, one must be 
certain that the correction is maintained by the application of 
proper footwear. X-ray examination of the foot to determine 
the relationship between the astragalus and the os calcis in 
the anteroposterior plane is of considerable value in deciding 
when to start the correction of the equinus. If the normal 
relationship between these two bones is not established before 
an attempt is made to correct the equinus, a rocker sole will 
develop.—H. C. Fett, M.D., Orthopedic Management of Foot 
Disorders, Surgical Clinics of North America, October, 1953. 
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Organic disease of the small intestine, as well as 
functional disorders, may be the source of abdominal 
symptoms. X-ray examinations, when properly con- 
ducted, have proved to be of great value in the detection 
of these conditions. Occasional statements in the medical 
literature indicate that this fact is not widely recognized. 

The records of 199 patients of the Presbyterian Hos- 
pital in New York with verified organic disease of the 
jejunum and ileum were analyzed. In 168 of them infor- 
mation suitable for the studies described was found. The 
purpose of this paper is to review the incidence of certain 
physical characteristics of these diseases that may be 
demonstrable by x-ray examination and to investigate the 
ability of the x-ray method to disclose evidence of these 
lesions as shown by the records in this series of cases. 
No attempt was made to compare or correlate the data 
from this series with those of other published series of 
cases. The diagnoses in this series were as follows: 
regional enteritis in 74 cases, tuberculous enteritis in 12, 
primary carcinoma in 23, lymphoma in 20; other malig- 
nant neoplasms in 8; carcinoid in 14, and benign tumors 
in 21. 

SYMPTOMS 

Organic disease of the small intestine may produce one 
or more of three symptoms. These symptoms are (1) 
bleeding, (2) diarrhea, or (3) abdominal pain. 

Bleeding.—Table 1 gives the incidence of bleeding in 
this series. If the bleeding was sufficient to be recognized 
by the color of the stool, it was classed as gross. In some 








TABLE 1.—Symptoms of Lesions of Small Intestine 





Other 
Re- Malig- 
gional nant 
Enter- Tuber- Carci- Lym- Neo- Carci- Benign 
itis culosis noma phoma plasms noid Tumors 


(74)* (12) (23) (20) (8) (14) (21) 
Bleeding 


GIONS. 0ctasede 6 2 3 5 3 5 4 
WR isadanaes 6 2 7 2 2 2 1 
Not present.... 23 2 2 4 0 1 2 
Not determined 39 6 il 9 3 6 9 
Diarrhea........+ 44 3 0 ) 0 1 1 
Abdominal pain 
Perjumbilieal.. 17 3 3 4 ne 1 4 
Right lower 
quadrant.... 30 4 3 1 8 2 
Unloealized.... 33 2 11 11 5 2 10 
Localized in 
two areas.... 10 
No pain 
recorded..... 4 3 6 4 3 8 5 
The figures in the parentheses indicate the total number of cases in 


shich the conditions were found. 


instances the record shows no evidence that tests for 
occult blood in the stool were done. In some cases an 
operation was done as an emergency before a complete 
clinical study was made. In others, the reason is not evi- 
dent. Pallor, low hemoglobin and red blood cell counts, 


Ross Golden, M.D. 
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RADIOLOGICAL EXAMINATION IN ORGANIC DISEASES 
OF SMALL INTESTINE 


hypoproteinemia, and edema of the ankles were occasion- 
ally encountered. 

Diarrhea.—Diarrhea (table 1) was recorded as an 
important symptom in more than half of the cases of 
regional enteritis and a quarter of those of tuberculous 


TABLE 2.—Method of Examination that Disclosed Disease 


of Small Intestine 
Other 


Re- Malig- 
gional nant 
Method of Enter- Tuber- Carci- Lym- Neo- Carci- Benign 
Exami- itis culosis noma phoma plasms noid Tumors 
nation (74) (12) (23) (20) (8) (14) (21) 
Small intestine 
i ithintss< 6 os 8 16 12 4 5 11 
Miller-Abbott 
Gccasectecpccee 6 ee 5 1 2 2 4 
Small intestinal 
GROMBBsccaccoccss ee ee ee se ee 1 se 
Examination of 
CO ixexcésecyss. + es se - »s 1 
No examination... 10 4 4 7 2 6 6 


enteritis. It was uncommon with the neoplasms, It was a 
prominent symptom in four cases of infiltrating lympho- 
sarcoma that involved the entire length of the small 
intestine. 

Abdominal Pain.—Abdominal pain may be localized 
in the periumbilical or right lower quadrant regions 
(table 1). In 10 cases of regional enteritis both locations 
were mentioned. Disease of the ileocecal region may cause 
epigastric pain or distress. In 74 of the 168 cases the pain 
was recorded as unlocalized and in 33 no pain was men- 
tioned. The absence of pain was found in a larger propor- 
tion of the cases of carcinoid than in the other conditions. 






METHODS OF EXAMINATION 


Three methods of examination were used: (1) study 
of the small intestine, (2) use of the small intestinal 
enema, and (3) examination with the Miller-Abbott 
tube (table 2). 

Study of Small Intestine —The small intestine study 
is the routine method. The patient is given a suspension 
of barium sulfate by mouth after fasting overnight and a 
succession of films of the abdomen is made at half hourly 
intervals. For years we used 4 oz. (120 cc.) of barium 
sulfate in 5 oz. (150 cc.) of isotonic sodium chloride solu- 
tion. This was satisfactory in most cases. Under certain 
conditions not yet well understood, flocculation occurs, 
the crystals of this salt seem to adhere to each other, and 
the mucosal surface of the intestine is not well shown 
(Frazer, French, and Thompson '). For this reason, in 





From the Department of Radiology of the College of Physicians and 
Surgeons of Columbia University and the Radiological Service of the 
Presbyterian Hospital. 

Read in the Symposium on Roentgen Examination of the Gastro- 
intestinal Tract before the Section on Radiology at the 102nd Annual 
Meeting of the American Medical Association, New York, June 3, 1953. 

1. Frazer, A. C.; French, J. M., and Thompson, M. D.: Radiographic 
Studies Showing Induction of Segmentation Pattern in Small Intestine 
in Normal Human Subjects, Brit. J. Radiol. 22: 123, 1949 
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common with many radiologists, we have more recently 
been using a nonflocculating preparation of barium sul- 
fate. In most of the cases in this series, however, the ex- 
aminations were done with barium sulfate suspended in 
isotonic sodium chloride solution. 

The films are processed as soon as they are made and 
are inspected immediately. Fluoroscopic examinations 
with spot films are done as indicated. Pressure films of the 
terminal ileum and cecum are an important routine part 
of every examination. 

Small Intestine Enema.—The small intestine enema is 
accomplished by passing a tube into the proximal jejunum 
and injecting through the tube a barium sulfate prepara- 
tion until the entire small intestine is filled, while the 
patient is on a fluoroscopic table equipped for spot film 
work. This method was advocated by Schatzki.* In our 
series we used it on only one patient (carcinoid). With a 
nonflocculating suspension of barium sulfate the intestinal 
walls can be satisfactorily outlined in the great majority of 
cases. This makes the small intestine enema necessary 
only after the routine study has failed to show an abnor- 
mality in cases where it seems that organic disease is 
probably present, e. g., when bleeding is present. 

Miller-A bbott Tube.—The Miller-Abbott tube is used 
in ileus cases. It deflates the intestine, and, when its 
progress is arrested, a barium sulfate preparation is 
injected and spot films are made to establish the character 
of the obstruction. This tube may also be used in cases 
of intestinal bleeding, if the routine method has failed to 
demonstrate a lesion. As the tube passes down in the 
intestine, specimens of intestinal contents are withdrawn 
at intervals and are tested for occult blood. A barium 
sulfate preparation can be injected through the tube at 
any point in the procedure and the area at and beyond 
the tip studied on the fluoroscopic table with spot films. 


The difference between the small intestine enema and 
the Miller-Abbott tube study, as the terms are used in this 


TABLE 3.—Location of Disease of Small Intestine 


Other 
Re- Maliz 
vional nant 
Enter- Tuber- Carei- Lym- Neo- Carei- Benign 
itis culosis noma phoma plasms noid Tumors 
(74)* (12) (23) (20) (8) (14) (21) 
SOjUBUM... 20000. I 1 i 8 4 1 6 
lleum... i) 4 ' i 5 10 16 
Terminal ileum. . 47 8 4- Pee 2 2 
Heoceeal valve 25 6 2 4 - 1 


In some eases multiple lesions were present in both jejunum and ileum. 


paper, is that in the former the opaque material is injected 
into the proximal jejunum until the entire small intestine 
is filled. In the latter the tube is allowed to pass down 
until it is arrested or until a positive blood test of the 
withdrawn intestinal contents is obtained, and then 
opaque material is injected. 

In 39 of the 168 cases, no x-ray examination was done 
at the Presbyterian Hospital. In some instances the patient 
was admitted and operated on without complete study 
because of symptoms consistent with acute appendicitis 
or ileus. In other instances the patient had had an exami- 
nation elsewhere recently. 





2. Schatzki, R.: Small Intestinal Enema, Am. J. Roentgenol. 50: 743, 
1943. 
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LOCATION OF DISEASE 

The sites of these lesions in the intestine are shown jn 
table 3. The ease of detection of disease of the intestine 
by x-ray examination is in part related to its location. 
Lesions in the upper loops of jejunum and in the termina! 
ileum are more easily demonstrated than those in the 
lower loops of jejunum and in the middle loops of the 
ileum which usually lie low in the pelvis. In most persons 
the terminal 10 to 15 cm. of the ileum rise out of the pelvis 
into the right iliac fossae and therefore can be easily 
examined. In persons with a cecum lying low in the pelvis. 
the shadow of the terminal ileum may be separated from 


TABLE 4.—Length of Lesion in Small Intestine 


Othe: 


Re- Malig- 
gional nant 
Enter- Tuber- Carei- Lym- Neo- Carci- Beni 
itis eulosis noma phoma plasms noid ‘Tumor, 
Length, Cm (74) (12) (23) (20) (8) (14) (1 
Less than 2...... 0 2 3 3 1 4 
2-4 ney Bee 3 1 11 7 4 s 
5-H. 2 1 ) 4 l 1 
7-8. : 2 3 3 1 0 0 
DT inten eda 5 2 1 0 l i) 
11-15. ‘ 10 2 0 0 1 0 
1-25 ho 0 0 1 0 1 
25-50 : ps 7) 0 0 i) 0 
More than I 1 7) 4 0 0 


the other loops with great difficulty and recorded only on 
spot films made with the patient rotated, with or without 
pressure. 

Inflammations, lymphosarcomas, carcinoids, and be- 
nign tumors were found much more frequently in the 
ileum than in the jejunum. Carcinomas were much more 
frequent in the jejunum. The figures in table 3 were ob- 
tained from the descriptions of the specimens given in the 
pathologists’ reports. 


LENGTH OF LESIONS 

Organic disease of the small intestine, in the grew 
majority of cases, produces a narrowing of the lumen. In 
malignant tumors and in some inflammations the mucos: 
is destroyed or at least the folds are obliterated. This pro- 
duces an easily detected modification of the barium 
shadow if the opaque material accurately outlines the 
wall and if the involved loop is not obscured by overlying 
barium shadows. 


The figures given in table 4 are taken from the pa- 
thologists’ reports. The majority (90% ) of the lesions o! 
regional enteritis in this series were more than 8 cm. in 
length. More than half of the tuberculous lesions were less 
than 8 cm. in length. The majority of the neoplastic 
lesions were small enough to produce defects in the 
barium shadow of 6 cm. or less. The four cases of lympho- 
sarcoma with long lesions had the infiltrating type of this 
disease, which extended along the wall of the entire sma! 
intestine. 

NUMBER OF LESIONS 

Lesions of the small intestine may be either single or 
multiple. If two lesions were separated by a length oi 
normal intestinal wall, they were classed as multiple. In 
the 168 cases of this series, lesions were single in 128 and 
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multiple in 44. Only 1 of the 23 carcinomas was multiple. 
Carcinoids, lymphosarcomas, certain other malignant 
tumors, and inflammatory lesions are not infrequently 
multiple. The number of cases in which single and mul- 
tiple lesions were found is shown in table 5. 

In 4 of the 168 cases, two different diseases were dem- 
onstrated in the intestine by the pathologist. Two patients 
had benign polyps with a carcinoma, one had tuberculosis 
of the ileum in the midst of which was a small carcinoma, 
and a patient with a lipoma of the ileum also had nine, 
apparently asymptomatic, carcinoids. 


RESULTS OF X-RAY EXAMINATION 
In 133 of the 168 cases for which records were exam- 
ined, one or more of the types of examination discussed 
were done at the Presbyterian Hospital. It was possible to 
show evidence of an abnormality in 121 of these 133 
cases, or about 90% (table 6). 


raBLE 5.—Number of Cases of Single and Multiple Lesions 
Found in Diseases of Small Intestine 


Other 


Re- Malig- 
gional nant 
Enter- Tuber- Carci- Lym- Neo- Carci- Benign 
No. of itis eulosis noma phoma plasms noid Tumors 
Lesions (74) (12) (23) (20) (8) (14) (21) 
GINGID. <cc0s0ben 5A ot) 22 13 b % 16 
Multiple......... 20 3 1 7 3 5 5 


TaBLE 6.—Number of Cases of Various Diseases of Small 
Intestine in Which Abnormalities Were Revealed 
by Roentgenography 


b- | ys 
; 3 
# «@ ¢ £2 5 
—--Z 2 - ~ so z e 
“5 66 ° 2 as © 
S> 2 q 4 A a a w 
Oo & © = = a = bo = 
— — ov - a = 
ne =f = | fa — a — 
ea = = - ~a s Y = 
1 an Oo wm OO © = & 
(64) (8) (9) (13) (6) (8) (15) (133) 
\bnormality not revealed 3 1 2 0 1 1 4 12 (10%) 
Abnormality revealed..... 61 7 7 13 5 7 11 121 (90%) 
COMMENT 


The x-ray examinations in these cases were done by a 
relatively large number of persons, of a wide range of age 
and experience. Many were done by residents under 
supervision. No attempt is made to estimate the accuracy 
of the interpretation of the abnormality in terms of the 
histological character of the disease. Usually, but not 
always, inflammations were distinguishable from neoplas- 
tic disease. Not infrequently different members of the staff 
of the radiological service disagreed as to the nature of the 
lesion. The mere fact of the demonstration of an abnor- 
mality in the small intestine, in addition to negative results 
of examinations of the stomach, duodenum, and large 
intestine, sufficed to solve the clinical problem. For ex- 
imple, in the presence of intestinal bleeding, evidence of 
in abnormality in the small intestine consistent with a 
neoplasm is sufficient to warrant a surgical investigation, 
is in the following case. 


REPORT OF A CASE 


A 56-year-old physician bled from the intestine for about 
five weeks. His hemoglobin level was 9 gm. per 100 cc. The 
stomach, duodenum, and colon were not abnormal on x-ray 
>xamination. A small intestine study disclosed evidence of a 
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defect about 5 to 6 cm. in length in the barium shadow of 
a loop of ileum low in the pelvis. This could have been pro- 
duced by a polypoid neoplasm of any type. After resection it 
was found to be an inverted Meckel’s diverticulum with an 
ulcer at its tip. 

The large number of films that are made in a routine 
small intestine study can be most accurately inspected by 
putting all of them side by side in chronological order on 
large viewing cabinets. In this way the eye of the observer 
can move quickly from one film to another and can most 
easily detect abnormalities in the barium shadow. 

The benign tumors encountered in this series were 7 
leiomyomas, 1 enterocystoma, 3 fibromas, 2 endometri- 
omas, 2 adenomatous polyps, 1 hemangioma, and 5 
lipomas. 

A few miscellaneous conditions were encountered that 
were not included in this statistical study. They included 
simple ulcer of the ileum with cicatricial stenosis; irradia- 
tion damage; acquired diverticulum with ulceration; 
Meckel’s diverticulum with ulcer; and inverted Meckel’s 
diverticulum with ulcer (in the case described). We intend 
to study further certain details of the abnormalities pro- 
duced by these lesions as shown by x-ray examination 
and to report them in a subsequent communication. 


SUMMARY 


A statistical study of 168 cases of organic lesions of the 
jejunum and ileum is presented. Bleeding was relatively 
uncommon in regional enteritis, while it occurred in one- 
third to one-half of the cases of intestinal tuberculosis 
and neoplastic lesions. Diarrhea was frequently encoun- 
tered in the inflammations but was uncommon with the 
primary neoplasms. Abdominal pain was present in a 
large proportion of all of the cases, but it was not recorded 
in 8 of the 14 carcinoids. 

All of the lesions found in this series of cases occurred 
much more frequently in the ileum except the carcinomas, 
which were localized more frequently in the jejunum. 
Four of the 168 patients had two different diseases in the 
small intestine at the same time. With the exception of 
the carcinomas, multiple lesions were found in from one- 
quarter to one-half of the cases, particularly carcinoids 
and lymphomas. 

In 133 of the 168 cases x-ray examinations were made, 
and evidence of an abnormality consistent with an organic 
lesion was demonstrated in 121 (90% ). The most prac- 
tical method of x-ray examination is the small intestine 
study following the ingestion of a nonflocculating suspen- 
sion of barium sulfate. The Miller-Abbott tube and the 
small intestine enema are useful in selected cases. These 
methods, when properly carried out, will disclose evi- 
dence of organic disease of the small intestine in a high 
percentage of cases. 


622 W. 168th St. (32) (Dr. Golden). 





Diabetes Mellitus Among the Aged.—Available data indicate 
that the prevalence of diabetes mellitus increases as age in- 
creases. . . . Diabetes mellitus needs emphasis in programs 
concerned with the health of older people. Surveys and de- 
tection drives concerned with diabetes case-findings should 
attempt whenever possible to reach the older person.—C. L. 
Krag, M.D., The Prevalence of Diabetes Mellitus Among the 
Aged Tested in a Community Diabetes Program, Journal of 
Gerontology, July, 1953. 








1434 





J.A.M.A., Dec. 19, 1953 


EMERGENCY CARE OF SUSPECTED MIDDLE MENINGEAL HEMORRHAGE 


TECHNICAL SUGGESTIONS FOR THE GENERAL SURGEON 


R. B. Raney, M.D., Aidan A. Raney, M.D. 


Eric W. Peterson, M.D., Los Angeles 


Hemorrhage from the middle meningeal artery is rela- 
tively uncommon as a complication of head injury, but, 
because of the large number of head injuries that occur, 
this lesion is encountered fairly often. When a patient 
with such a condition reaches a well-equipped neuro- 
surgical center without delay, conditions are optimum for 
its recognition and treatment. Many patients, however, 
are necessarily admitted to hospitals having few if any 
neurosurgical facilities, and any procedure by which cere- 
bral compression may be kept from increasing can well 
be lifesaving. In such a situation a general surgeon with 
standard equipment may ligate the external carotid artery 
on the side of the suspected hemorrhage, a measure that 
enables the patient to be maintained in status quo until 
adequate neurosurgical treatment can be instituted. 

Therapeutic trepanation of the skull for relief of hemor- 
rhage after head injury actually is an ancient procedure; 
however, successful surgery for extradural hemorrhage 
dates back only about 200 years to Hill,’ a Scottish sur- 
geon who operated on two patients. Bell,” in 1816, gave a 
hypothesis of the pathogenesis of extradural hematoma 
and described its experimental proof. Hutchinson,’ in 
analyzing the clinical signs accompanying this lesion, 
drew attention to the dilatation of the pupil, especially on 
the homolateral side. Olsen ¢ described early constriction 
of the homolateral pupil as a forerunner to dilatation. 
Jacobson,® in 1885, gave an extensive and accurate ac- 
count of the clinical syndrome, which remains classical. 
More recently, many authors * have reported their experi- 
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ences with extradural hemorrhage and have stressed the 
rapidity with which this syndrome may advance once it 
is established. It is evident that even in skilled hands it js 
a serious and urgent problem, and there remains a need 
for emphasizing technical methods for the management 
of these cases, especially in circumstances that may arise 
in an emergency. 


The problem of management resolves itself into, first, 
recognition of the probable lesion and, second, relief of 
cerebral compression before irreparable damage takes 
place. When a patient with a head injury who has done 
well for a few hours begins to show signs of increased 
intracranial pressure, drowsiness, and bradycardia, the 
possibility of middle meningeal hemorrhage must be con- 
sidered. The most reliable localizing signs are pupillary 
changes, which almost invariably are on the side of the 
hemorrhaging vessel. Early pupillary constriction is com- 
mon; dilatation occurs later. A fracture through the 
middle meningeal groove, if present, is also a reliable 
localizing sign. Hemiparesis, either contralateral or 
homolateral, may be present. 


Ligation of the external carotid artery on the appro- 
priate side does no harm, and if hemorrhage from the 
middle meningeal artery actually is taking place, this 
procedure can be expected to stop further hemorrhage. 
Severe cerebral compression then may be relieved by a 
simple trephine opening and suction. The patient then can 
be moved a considerable distance, if necessary, in relative 
safety to facilities where definitive management can be 
offered. 

TECHNIQUE OF LIGATION 

The relatively simple technique of ligation of the ex- 
ternal carotid artery is illustrated in the figure. This ad- 
junct to treatment is not new, having been described by 
others 7; however, it seems worthy of reemphasis because 
of its practical value. By means of a skin-line incision at 
the level of the upper border of the thyroid cartilage, the 
medial border of the sternocleidomastoid muscle is ex- 
posed and retracted to give access to the carotid sheath. 
Palpation for the common carotid leads rapidly to its 
recognition; it is isolated by blunt dissection. The vessel 
is then easily followed upward to the bifurcation. The 
positive recognition of the external carotid is made by the 
following criteria *: first, it is medial to the internal ca- 
rotid immediately above the bifurcation and, second, it 
alone gives off branches in the neck. Once it is recognized, 
a silk ligature may easily be passed around it and tied. 

In order to stress this feature of treatment, a case is 
reported below in which such a ligation was carried out 
with highly satisfactory results. It should be emphasized 
that ligation accomplished two important steps in the 
treatment: (1) the control of further hemorrhage, and 
(2) the evacuation of the clot and relief of compression 
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without the need for hemostatic packing. The patient then 
could be safely transferred to another hospital adequately 
equipped for major intracranial surgery. 


REPORT OF A CASE 


The patient, a carpenter 54 years old, was struck on the 
right side of the head by a timber. He felt that the injury was 
minor and wanted to continue working. His superintendent, 
however, insisted that he be examined. Roentgenograms of 
the skull revealed a linear fracture in the right parietal region. 
Because of the fracture the patient was sent to a local hospital 
for observation. The following morning he was found to be 
slightly hemiparetic on the left side; he complained of head- 
ache and possibly was a little drowsy. A few hours later he 
lapsed into coma. His respirations became embarrassed. He 
was cold, clammy, and cyanotic. It was at this stage that we 
first had the opportunity of examining the patient. His right 
pupil was widely dilated. He failed to respond to stimulation. 
His pulse had left the bradycardia stage and was irregular 
and rapid. 

Unfortunately, the patient was in a hospital that was not 
equipped for intracranial surgery, and it was obvious that he 
could not tolerate the delay necessary for transfer to a better- 
equipped hospital. Consequently, the right external carotid 
artery was ligated in the neck with a small emergency dissect- 
ing set to stop further hemorrhage. An emergency craniotomy 
was then done with an old hand trephine that was available. 
An enormous extradural hemorrhage was encountered, which 
was partially evacuated with a tonsil suction apparatus, re- 
ducing the pressure. The patient’s condition immediately 
improved. The carotid ligation had stopped bleeding, so a 
small pack was placed in the wound and the head was 
bandaged. With an intratracheal catheter in situ and the 
patient’s condition improved, he was transferred safely to 
another hospital, where the operation was completed with the 
aid of adequate neurosurgical equipment and personnel. 


Prior to closure of the wound, the brain and subarachnoid 
space were reexpanded by saline solution introduced into the 
lumbar spinal canal. After these procedures the patient re- 
sponded promptly, and his subsequent convalescence was 
uneventful despite the fact that at its maximum depression 
the dura had been separated 5 cm. from the inner table of 
the skull. 


COMMENT 


The numerous published reports and the experiences 
of many neurosurgeons attest to the therapeutic problems 
attendant on this mechanically rather simple but fre- 
quently disastrous lesion. In this case we feel that the 
ligation of the external carotid artery played a major role 
in the successful outcome. 

The typical syndrome of progressive depression of the 
level of consciousness, with associated homolateral third 
nerve changes and contralateral or homolateral paralysis 
of the extremities, whether or not complete in all its fea- 
tures, demands the arrest of further hemorrhage and 
evacuation of the hematoma. The middle meningeal 
artery is the commonest source of the bleeding in the most 
serious and rapidly progressive of these lesions.® Skull 
roentgenograms often reveal a fracture that traverses the 
groove of the middle meningeal artery. Ligation of the 
corresponding external carotid artery in the neck offers a 
direct and simple means to control bleeding. The ligation 
should always be on the side of the pupil showing patho- 
logical change, on the side of the fracture, or both. If 
there is any doubt about the pupillary sign, both external 
carotid arteries may be ligated. Their ligation will not 
cause material harm, whereas failure to ligate the ex- 
ternal carotid artery on the side of the hemorrhaging 
meningeal artery will almost always lead rapidly to a 


MIDDLE MENINGEAL HEMORRHAGE—RANEY ET AL. 1435 


fatal issue. By stopping the hemorrhage in this manner, 
time is provided for further study and for transfer of the 
patient to a place where there are more ideal conditions 
for removal of existing hematoma by craniotomy. 


SUMMARY 


Hemorrhage from the middle meningeal artery, while 
occurring in a small percentage of head injuries, is en- 
countered with relative frequency because of the large 
number of head injuries. The syndrome of middle menin- 
geal hemorrhage, once established, usually continues to 
develop rapidly to a fatal issue unless relieved. Because 
of the widespread occurrence of head injuries and the 
urgency for immediate admission of the patient to the 
nearest hospital, these lesions often are found where con- 
ditions are not ideally suited for neurosurgical interven- 
tion. Ligation of the external carotid artery in the neck 
on the side of the hemorrhage is a procedure worthy of 





Ligation of external carotid artery. 


consideration under such conditions. It can provide more 
time for transferring the patient to a location better suited 
for definitive neurosurgical care and often may be a 
lifesaving measure. 


1136 W. Sixth St. 


9. Gurdjian and Webster." LeCount and Apfelbach."” Moody, W. B.: 
Traumatic Fracture of the Cranial Bones, J. A. M. A. 74: 511 (Feb. 21) 
1920. Raaf, J.: Massive Extradural Hematoma, Am. J. Surg. 76: 567-577, 
1948. 





Airplane Travel and Diseases of the Lungs.—Patients with 
mild asthma may safely fly. However, a patient who is sub- 
ject to frequent attacks should not fly. . . . Pneumothorax is 
a definite contraindication to airplane travel. . . . Going up 
in an airplane causes expansion of air in the pleural space. 
. . . Flying is especially hazardous for those who have pneu- 
mothorax complicated by adhesions, as they may break, caus- 
ing hemorrhage, or they may pull hard enough to rip the 
surface of the lung. Additional air may then enter the pneumo- 
thorax and dangerously increase its size. . . . Patients who 
have recently hemorrhaged from the lungs should postpone 
flying, because of the danger of reopening the blood vessel. 
Pulmonary cavities are another hazard. They contain air which 
expands in flight. When air can escape from the cavity the 
danger is minimal. However, if bronchial obstruction is pres- 
ent, air is trapped in the cavity and, in expanding, may tear 
the walls of the cavity or injure a blood vessel with subse- 
quent serious bleeding—S. Kreinin, M.D., Which Patients 
May Fly, GP (Journal American Academy of General Prac- 
tice), August, 1953. 
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CARCINOMA OF THE TESTES 


Col. James C. Kimbrough (MC), U. S. Army 


Major Ferris E. Cook Jr. (MC), U.S. Air Force 


Although almost all tumors of the testes are malig- 
nant, such tumors are rare. These tumors, however, pre- 
sent a particularly serious problem in the armed forces 
inasmuch as they are found chiefly in young adults from 
20 to 40 years of age, with the peak occurrence in the 
late 20’s. Few cases have been reported in the very 
young or in the aged. Since the incidence in the armed 
forces personnel is about | in 10,000, the mobilization of 
more than 10 million men in the early 1940’s gave phy- 
sicians an opportunity to treat and observe a large 
number of patients with cancer of the testis. In 1946, 
Friedman and Moore ' reported 922 cases—a startling 
number—from the Armed Forces Institute of Pathology. 


ETIOLOGY 

As in cancer of other organs, the etiology of cancer 
of the testis is obscure. Since these tumors occur at 
the period of greatest sexual vigor, it is probable that 
such activity and the increase in testicular hormones 
may be factors. The possible importance of testicular 
hormones in this role is further demonstrated by the 
favorable influence of castration on late metastases in 
some patients. There is no evidence that trauma has 
etiological importance. It has been estimated that cancer 
occurs 20 to 40 times oftener in undescended testes 
than in the normal organ. These statistics are difficult to 
evaluate and often unconvincing. 


PATHOLOGY 

There has been considerable confusion in the classifi- 
cation of tumors of the testes. The following classifica- 
tion of structural types and the percentage of occurrence 
given by Friedman and Moore ' is simple and under- 
standable and gives the physician a better working basis 
than does the more elaborate nomenclature. They esti- 
mate that 35% are seminomas, 35% teratocarcinomas, 
19% embryonal carcinomas, 7% teratomas, 3% miscel- 
laneous tumors, and 1% interstitial tumors. 

Malignant tumors of the testis arise from totipotent 
sex cells. The monodermal forms of these growths repre- 
sent one-sided developments of tridermal teratomas. 
The tumors are often mixed in type; in the event that one 
type predominates, the minor elements may not be found 
‘on pathological examination. A seminoma that appears 
monodermal may contain subversive elements of em- 
bryonal carcinoma, chorioepithelioma, or other highly 
malignant forms. These unrecognized elements not in- 
frequently metastasize independently of the seminoma. 

So far as treatment is concerned, the structural pat- 
terns may be classified as follows: 1. The seminomas are 
radiosensitive. 2. The other types are radioresistant, in- 
cluding embryonal carcinomas, teratomas, teratocarci- 
nomas, chorioepitheliomas, and the miscellaneous tu- 
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1. Friedman, N. B., and Moore, R. A.: Tumors of Testis: Report on 
922 Cases, Mil. Surgeon 99:573, 1946. 


mors. Seminoma (germinoma) may be the precursor of 
embryonal carcinoma, teratocarcinoma, and chorio- 
epithelioma, and may metastasize as these types ' (sce 


figure). 
g METASTASES 


Tumors of the testes metastasize first and most fre- 
quently by the lymphatics but may metastasize by the 
blood stream. Early metastases by the lymphatics wil! 
be unilateral and located in the lumbar lymph nodes 
situated between the bifurcation of the common iliac ar- 
teries and the renal pedicle. The disease is curable by 
radical resection of these nodes, provided the operative 
treatment is accomplished before generalized dissemina- 
tion has occurred. Later in the course of the disease, gen- 
eralized dissemination to the lungs and other organs 
takes place by the blood stream and lymphatics. 


SYMPTOMS 
The initial symptom is almost always a painless swell- 
ing of the testis accompanied by a sense of weight in 
the scrotum. Insignificant trauma may bring the patient's 
attention to the mass and may often account for the list- 
ing of trauma as an etiological factor. 


TERATOMA 
# (SOMATIC) 


TERATOGENESIS 
Y, 
4 


4 
GERMINOMA (SEMINOMA) = = “EMBRYONAL” CARCINOMA % 
(GERM CELL) PRIMITIVE CELL) ‘ 


BIPHASIC POTENCY * 


‘\ 
TROPHOGENE SIS 
‘ 


‘\ 


CHORIOEPITHELIOMA 
TROPHOBLAST! 


Pathological classification of tumors of the testes. 


There are four clinical types of tumors: (1) tumors 
with slow, insidious, painless but relentless onset; (2) 
the “hurricane” type with an incredibly rapid onset; (3) 
tumors of slow growth, as in the first type, but with 
sudden increase in size; and (4) the unobtrusive type. 
first recognized by metastases. In considering the differ- 
ential diagnosis, it is important to keep these types in 
mind. 

Local tenderness is absent or relatively slight. Loss 
of weight, cough, pain in the abdomen and back, and 
gastrointestinal symptoms due to metastases may oc- 


cur late. 
DIAGNOSIS 


Early diagnosis is one of the most important factors 
in the prognosis of tumor of the testis. The differentia! 
diagnosis is not difficult. Every mass in the scrotum 
should be considered malignant until proved otherwise. 
Bimanual examination is imperative. For painful lesions. 
general anesthesia may be necessary in order to proper!) 
evaluate the condition of the scrotal contents. Epidid- 
ymitis, thick-walled hydroceles, and hematoceles are 
the most difficult to differentiate. Hydroceles that have 
been tapped frequently are very confusing. Careful esti- 
mation of the size, consistency, contour, and weight ol 
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the testis should be made. On bimanual palpation a 
malignant tumor of the testis feels heavier than other 
masses. The clinical recognition is a matter of exclusion. 
Early diagnosis is lifesaving. The Aschheim-Zondek 
hormone test offers little in establishing an early diag- 
nosis and may even be confusing because the usually 
negative response may give a sense of false security and 
cause loss of valuable time in beginning proper treat- 
ment. It is important that the diagnosis be established 
and treatment be initiated before metastasis takes place. 
in Lewis” series, metastatic lesions were present in 43% 
of the patients on admission to the hospital, and metas- 
tases developed in 28% soon after admission—a total of 
71% of cases with metastases caused by delay in diag- 
nosis and treatment. 


ANALYSIS OF CASES 

In the six years ending June 30, 1952, 106 patients 
with testicular tumors were admitted to Walter Reed 
Army Hospital. These patients ranged in age from 18 to 
46 years, with an average age of 27. In 88 cases the 
initial symptom was painless swelling of the testis. Thirty- 
two of the patients, however, had pain in the testis some- 
time prior to surgery. This is of interest, since 22 of the 
patients were treated initially for epididymitis. 

The initial diagnosis in 64 patients (60% ) was tu- 
mor. An erroneous initial diagnosis was made in 42 pa- 
tients (40% ). The commonest diagnostic errors were 
epididymitis and orchitis. Careful bimanual examination 
of the testes would be an aid in differential diagnosis. 
The lag between the onset of symptoms to the diag- 
nosis was 7.2 months in the entire series, 7.5 months in 
patients with metastasis, and 9.0 months in patients with 
an erroneous first diagnosis. The pathological diagnoses 
with the percentages of metastases are shown in table 1. 
Fifty-one patients (48% ) had metastases at the time 
of the radical lymph node dissection. In 2 patients soli- 
tary pulmonary metastases developed following a radical 
retroperitoneal lymph node dissection in which there 
was no pathological evidence of extension. Thoracotomy 
with resection of the involved lobe was carried out, and 
in nine months follow-up there was no recurrence of the 
lesion. Twenty-six patients are known to have died, and 
all had metastases at the time of surgery. The hormone 


TABLE 1.—Types of Testicular Tumors Observed and Per- 
centages with Metastases at Walter Reed Army 
Hospital from July, 1946, to June, 1952 


No. with 
Type of Tumor Total No. Metastases % 
Epidermal cyst................ . 1 0 0.0 
I 6 ise <0540swak sous 39 6 15.4 
Teratocarcinoma.............. f 34 20 58.8 
ETS SE eae nT nee 13 10 76.9 
Choriocarcinoma................ 12 9 75.0 
Chorioepithelioma............... 6 5 83.3 
ee ee ee 1 1 100.0 


test was performed in 97 patients and was positive in 
17 (17.6%). Four of these patients had chorioepitheli- 
oma, two choriocarcinoma, eight teratocarcinoma, two 
embryonal carcinoma, and one seminoma. The history 
and physical examination are paramount, and treatment 
should not await the results of the hormone test. 

Simple orchiectomy was performed in 12 patients, 
orchiectomy with radical retroperitoneal lymph node 
dissection in 93, and removal of the tumor from the testis 


TESTICULAR CARCINOMA—KIMBROUGH AND COOK 1437 


in |. Simple orchiectomy was performed in patients 
with obviously inoperable metastases. There have been 
no deaths from radical surgery at this hospital. 


TREATMENT 


The treatment for testicular tumors is radical sur- 
gery followed by appropriate irradiation. Orchiectomy, 
with resection of the spermatic cord, spermatic vessels 
and retroperitoneal lymph nodes, should be carried out 


TABLE 2.—Comparison of Survival Rates of Series of Patients 
Treated with Irradiation and Orchiectomy 
or Radical Surgery 


U.S. Naval Walter Reed Army 


Hospital * Hospital ¢ 
a a ~~ he —— Difference 
No. of % Sur- No. of % Sur- in Per- 
Type of Tumor Patients vived Patients vived centage 
Seminoma (radio- 
0 ae 75 59.6 103 81 21.4 
Teratocareinoma embry- 
onal carcinoma (radio- 
CUCU Kc0casvns0%es 141 19.1 100 37 17.9 
i caceensass sees 216 31.7 203 57 25.3 


* In this series orchiectomy plus irradiation was the method of treat 
ment. 

t In this series radical surgery plus irradiation was the method of 
treatment. 


for all malignant tumors of the testis if a cure is antici- 
pated.* The incision for the lymph node resection is made 
from the external inguinal ring to the midaxillary line 
between the 10th and 11th ribs. It may be continued 
posteriorly with the risk of entering the thorax. This 
type of incision provides good exposure to the renal 
pedicle and diaphragm. Radical surgical treatment with 
irradiation has given better results than orchiectomy 
plus irradiation (table 2). 

Although seminomas are more radiosensitive than 
other types, radiation therapy alone cannot be depended 
upon to control the tumor spread. Friedman and Moore, ' 
in their series of 922 patients, found 319 with seminoma. 
In a later report, Friedman * noted that of the 28 pa- 
tients with seminoma who had metastases, 11 (39.3% ) 
had metastases of embryonal carcinoma, teratocarci- 
noma, or some other type. This type of radioresistant 
metastasis makes surgical excision of the testis, sper- 
matic cord, spermatic vessels, and retroperitoneal lym- 
phatics the treatment of choice. The operation is fol- 
lowed by appropriate irradiation. 

Advances in irradiation therapy equipment have been 
so rapid in recent years that evaluation of results, even 
by experts, is very difficult. Many powerful and danger- 
ous tools have been discovered and developed. The 
supervoltage unit and radioactive isotopes may radically 
change the treatment of malignant tumors. Some physi- 
cians believe that the therapeutic application of these 
elements may become so effective that the use of the 
scalpel may soon be obsolete in the management of can- 
cer. Methods and equipment rapidly become outmoded, 
and future treatment is unpredictable, but certain basic 
factors remain steadfast. It is proverbial that the more 
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conditions appear to change, the more they remain the 
same. 

The 1,000 kv. radiation unit is in common use, and 
treatment with this type of apparatus has been standard- 
ized. At present the 2,000 kv. supervoltage unit with 
rotation exposure is considered the safest and most ef- 
fective type of irradiation. 

Preoperative irradiation has no place in the treatment 
of malignant tumors of the testes. Postoperative ir- 
radiation is considered under the following headings: 
(1) curative, (2) prophylactic, and (3) palliative. 

Curative Irradiation.—It is asserted by some authors 
that seminoma is curable by irradiation alone. There is, 
however, considerable doubt that such therapy will 
eradicate deep-seated cancer. If irradiation alone will 
cure seminoma, there should be no mortality following 
such treatment. 

Prophylactic Irradiation —All seminomas (radiosen- 
sitive tumors) as well as radioresistant tumors that have 
presented metastatic extension at operation are irradiated 
postoperatively. Radioresistant tumors that show no 
metastases at operation are not benefited by irradiation, 
and such therapy only complicates convalescence. 

Palliative Irradiation.—Irradiation is used to relieve 
pain, delay the spread, and prolong life in patients with 
hopeless metastases. 

Pulmonary invasion has been treated by thoracotomy 
and resection of the solitary metastasis in four patients. 
The immediate result in two patients has been encourag- 
ing, but insufficient time has elapsed for evaluation of 
the efficiency of this type of therapy. 

Three patients with extensive metastatic spread asso- 
ciated with severe pain were treated by castration and 
estrogen therapy. The metastases receded, and the pain 
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was relieved. Further study may prove this type of pal- 
liative treatment to be useful in prolonging life and. 
in some cases, contribute to the patient’s comfort. 


STANDARD OPERATIVE PROCEDURES AT WALTER REFp 
ARMY HOSPITAL FOR TREATMENT OF 
TESTICULAR TUMORS 


Radical orchiectomy is indicated for all malignant 
tumors of the testis that show no clinical evidence of 
extension outside the retroperitoneal space. Postopera- 
tive treatment includes postoperative irradiation for 
radiosensitive (seminoma) tumors with or without patho- 
logical evidence of extension to the retroperitoneal space. 
Radioresistant tumors without pathological evidence of 
extension to the retroperitoneal space are not treated by 
postoperative irradiation. Postoperative irradiation is 
used for radioresistant tumors with pathological evi- 
dence of extension to the retroperitoneal space. 

When extensive metastases are present, treatment in- 
cludes bilateral orchiectomy, administration of estrogen, 
and irradiation. In the presence of a solitary metastasis 
to the lung following radical orchiectomy, thoracotomy 
with resection of the metastasis and adjacent lung is done 
and irradiation is applied. 


SUMMARY AND CONCLUSIONS 


Cancer of the testis is totipotent. Radiosensitive 
seminomas often metastasize as radioresistant tumors. 
The important factors in the prognosis of cancer of the 
testis are as follows: (a) structural pattern; (b) stage 
of development at time treatment is begun; and (c) type 
of treatment. The treatment of choice is orchiectomy, 
resection of the spermatic cord, spermatic vessels, and 
retroperitoneal lymph nodes, followed, when indicated, 
by appropriate irradiation therapy. 





INDUSTRIAL MEDICAL SERVICE BY PRIVATE PRACTITIONERS 


James. P. Hughes, M.D., Cincinnati 


Industrial organizations are making increasingly heavy 
demands on the medical profession for sound guidance 
on matters of employee health. What is needed, it would 
seem, is more emphasis on the preventive aspect of 
medicine and less on the curative aspect. While injuries 
and some occupational disorders such as contact derma- 
titis continue to occur with some frequency, it has be- 
come unusual for even a large industrial plant to have 
many. Safety engineering practice has been developed 
to the point where many employees are actually safer 
on the job than at home or on the highway. The majority 
of industrial injuries that do occur are minor and respond 
quite well to the type of treatment that competent indus- 
trial nurses are trained to administer under medical su- 
pervision. In few plants does the practice of traumatic 
surgery require a large part of the time of medical per- 
sonnel. A growing portion of medical time in the plant 
is being devoted to other and more fruitful pursuits. 





Read before the Section on Preventive. and Industrial Medicine and 
Public Health at the 102nd Annual Meeting of the American Medical 
Association, New York, June 3, 1953. 


These are concerned with the preservation of the health 
of employees by means of active health education, by the 
control of environmental hazards, and by periodic health 
appraisals. Industry is prepared to sponsor these positive 
health measures. 

Totally aside from the desire of some employers to 
make available to workers these well-tested preventive 
techniques for their own sake, adequate economic in- 
centive for establishing employee health guidance has 
now been provided. Preventive medicine in industry is 
just entering a period that promises to be one of rapid 
development. An analogy nay be drawn to the real be- 
ginnings of the industrial safety movement some 40 
years ago. With the widespread adoption of state work- 
men’s compensation statutes, the loss of life or limb due 
to occupational injuries became such a catastrophic fi- 
nancial burden to industry that a solution was forced, 
and the safety movement was born. When it was demon- 
strated consistently that pennies spent on accident pre- 
vention resulted in dollars saved on compensation pay- 
ments, progress in safety engineering led to almost un- 
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believable improvement in accident experience in the 
most hazardous industries. Hospital accident wards are 
no longer filled with the human carnage of factory acci- 
dents. 

NEW ECONOMIC PRESSURES 

Other economic pressures have now developed. Some 
have arisen out of new solutions to labor-management 
conflict, while others have been stimulated by statutory 
provisions for payments to employed persons temporarily 
disabled from any cause. These new pressures are (1) 
the importance of “fringe benefit” provisions in labor 
contracts; (2) the growing tendency of labor organiza- 
tions to establish medical programs operated entirely at 
employer expense; and (3) compulsory state disability 
compensation laws. 

During the recent periods of the application of govern- 
ment controlled wage ceilings, the practice of liberaliza- 
tion of “fringe benefits” by collective bargaining has 
flourished, providing economic advantages to workers in 
lieu of actual wage raises. These provisions usually have 
included pension plans with provision for premature re- 
tirement due to permanent disability, hospitalization and 
surgical insurance, and the payment of at least partial 
wages during periods of temporary disability from any 
cause largely, or entirely, financed by the employer. In 
1951, the average fringe payments reported by a repre- 
sentative cross-section of American industrial firms 
amounted to 18.7% of the payroll, or $644 per year per 
employee, paid in addition to actual wages.‘ The sound 
administration of these benefit plans, distributing in the 
aggregate some 1.5 billion dollars yearly and largely re- 
lated to the health of employees, requires competent 
medical advice. 


Labor unions have become health conscious. Several 
large unions have established medical programs for their 
members, chiefly in the needle trades, in some service 
trades, and in the automobile industry. These health 
plans are administered by the unions, and usually are 
financed completely by employers. The plans tend to in- 
clude complete medical care, often for the entire family 
of the union member. When the development of em- 
ployer-sponsored industrial health programs has lagged, 
either for lack of employer interest, or because an indus- 
try may be made up of numerous small employers, such 
as the garment manufacturers, then the union plans have 
flourished. While most employer programs are limited to 
the care of occupational disability and to the provision of 
preventive measures, with insistence that the other as- 
pects of medical care remain in the field of private med- 
icine, the union programs are more likely to control com- 
plete medical service. But where the employer has hesi- 
tated to provide reasonable on-the-job health guidance, 
he sometimes has found himself paying for around-the- 
clock medical care for the workman and his entire family. 
Companies in growing numbers are seeking assistance in 
setting up medical programs of their own choosing. 


The third major economic pressure arises out of the 
compulsory disability benefits laws now in effect in 4 
States, with similar bills under consideration in at least 
15 other state legislatures. In two of the states having 
such laws, New York and New Jersey, a considerable 
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portion of the cost of state payments to persons absent 
from work because of illness or injury is borne by em- 
ployers. In addition to this direct monetary stimulus, an 
additional incentive for employers to increase their par- 
ticipation in health maintenance measures and health 
education may be expected to result from analysis of the 
Statistical records accumulated under these plans.” 

Even the employer who may not yet have felt the im- 
pact of these economic forces is being reached by other 
arguments for improved health facilitites in industry. 
Management is besieged with data on the benefits to be 
derived from a sound medical program. Much of this 
proselyting materia! is now coming from sources close 
to industry—from the National Association of Manu- 
facturers,* from the American Management Association, 
and from other trade associations and professional busi- 
ness groups. The effectiveness of the industrial health 
program in reducing sickness absenteeism and labor turn- 
over, in cutting compensation costs, and in improving 
employee morale is being widely discussed. A note of 
hopefulness is being sounded that the benefits of a com- 
pany health program may be felt in the improvement of 
community health. For all of these reasons, humanitarian 
and economic, American industry is reaching out to 
medicine for help. 


ROLE OF THE PHYSICIAN 

How are we prepared to render such help? Who 
will provide the necessary guidance in matters of in- 
dustrial health? Even nominal medical service to industry 
cannot be provided by the efforts of those who choose to 
practice industrial medicine exclusively. The great bulk 
of these services will continue to be rendered by the pri- 
vate practitioner of medicine. Whatever benefits of pre- 
ventive medicine as applied to industry are to be enjoyed 
by the nation’s workers will reach them only through the 
interest of private practitioners who have equipped them- 
selves for effective service in industry. 

The physician who recognizes that his best effort can- 
not be made from outside the plant and therefore under- 
takes to extend his activities to the industrial setting is 
likely to find himself bewildered by the complexities of 
organization and the seemingly conflicting aims that 
characterize the operations of many companies. On the 
one hand, the production departments, as well as the 
maintenance and sales departments, will be striving for 
constantly improved records of achievement and may be 
doing so with little recognition of human emotional and 
physical limitations. At the same time, the employee serv- 
ices department, including the medical section, should be 
pulling just as hard for increased recognition of factors 
of safe working conditions and the importance of proper 
job placement in keeping with the true capabilities of 
employees. Where research and development teams may 
be bringing forth complex and perhaps highly dangerous 
new compounds, a health group should be keeping up 
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adequate toxicologic data on these materials. As the phy- 
sician enters into this apparent conflict of dynamic forces, 
he soon learns that his greatest effectiveness in maintain- 
ing and improving the health of the workmen comes only 
through sound working relationships with certain groups 
in the plant. These relationships, in the order of impor- 
tance, are with the employees, with professional col- 
leagues, and with management. 


PATIENT-PHYSICIAN RELATIONSHIP 
The physician in industry has the same moral, ethical, 
and legal obligation to the employees who voluntarily 
seeks his counsel that he has to patients in the more 
familiar surroundings of his own practice, despite the 
fact that usually he is dealing with the private patients of 
a colleague. It is imperative that this ethical and legal 
principle of behavior be adhered to by the industrial phy- 
sician and that the significance of it be conveyed to em- 
ployee and to management alike. The fact that personal 
medical records are kept in the medical department or 
the office of the physician, are held in strict confidence, 
and are not subject to review by management is a useful 
measure in establishing the spirit of trust in the physician 
that must exist in the plant. It is to be expected that, when 
the physician first appears at the plant, he may encounter 
an attitude of at least cautious appraisal, if not of sus- 
picion. The physician initially may be considered to be 
simply a servant of management—by the employees, 
sometimes by his professional colleagues, and, occasion- 
ally, even by management itself. When the physician has 
demonstrated the fact that his first concern is for the 
welfare of the patient, it is gratifying to observe the 
rather prompt change in attitude from one of partial mis- 
trust to one of complete acceptance and confidence. 


Misunderstandings that arise with respect to the con- 
fidential nature of plant medical records may be dis- 
pelled by consideration of the basic principles of what 
constitutes privileged information. In general, the pa- 
tient-physician relationship is established when a person 
voluntary presents himself to a physician for diagnosis 
leading to treatment. Any information given the physi- 
cian by the patient under these circumstances is privi- 
leged, regardless of whether the consultation is held in 
the medical department of an industrial plant or in the 
private office of the physician. The results of any diag- 
nostic studies conducted as part of such consultation 
must be held confidential. These precepts apply in the 
usual types of employee visits to the plant medical de- 
partment for the emergency care of nonoccupational con- 
ditions and particularly in cases of voluntary periodic 
health appraisals. A somewhat different situation exists 
when an employee presents himself to a physician desig- 
nated by employer or insurance carrier for the treatment 
of a work-incurred injury or illness. In these cases, no 
confidential historical information need be offered by the 
patient. The fact of his appearance before the approved 
physician is taken as consent for the dissemination of 
information concerning the injury or illness to the proper 
compensation agency. The established channel through 
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which this information flows is usually the personne| 
department or the employee welfare section of the plant. 

Other circumstances under which the patient-physj. 
cian relationship is not established are those of the 
preplacement physical examination of job applicants. 
The applicant need render no information as the basis 
for treatment, since no treatment is to be given. The 
results of the physical examination therefore may be 
made known to the employment office that has referred 
the person for appraisal. When the preplacement physical 
examination is carried out in a plant medical department 
or in his private office by a physician responsible for the 
health maintenance of a group of employees, the actual 
details of the examination should be held in confidence 
by him; only such information should be given to the 
employer as will be necessary for proper job placement, 
This is usually accomplished by the use of a system of 
classification in which the suitability of the applicant for 
certain types of work is indicated without actual diag- 
nostic information being revealed. Obviously, the phy- 
sical requirements of the jobs in question must be known 
to the physician if he is to reach an intelligent and realistic 
decision on job placement based on the physical abilities 
of the applicant. 

The wisdom of safeguarding medical information 
acquired in the course of the examination of applicants 
and employees, even when such information is not 
legally regarded as privileged, is apparent. The physician 
who holds the true interests of the examined person to 
be preeminent under all circumstances is making the 
most effective approach to his medical duties in the plant. 


PROFESSIONAL RELATIONSHIPS 

In the past, professional relations between the indus- 
trial physician and the private practitioner have been 
disturbed by the attitude on the one hand that the private 
practitioner has not, by training or experience, qualified 
himself to deal with occupational diseases and on the 
other hand, that the industrial physician, totally divorced 
from private practice and only secondarily interested in 
therapeutic medicine, is not to be dealt with as an equal 
and respected colleague. Happily this rather awkward 
situation is changing. It is of significance that the Ameri- 
can Academy of General Practice in a recent poll found 
that about 93% of its members have some direct or in- 
direct responsibility for medical service in cases ol 
industrial origin. The private practitioner who is called 
on to render medical advice to an industry even occa- 
sionally, usually becomes quite sympathetic toward the 
nature of the activities of the full-time or the part-time 
industrial physician. Kehoe * has suggested further solu- 
tion in this way: “There must be concerted action on the 
part of physicians in and out of industry, to see that the 
health and lives of industrial workers are safe-guarded 
in the most effective manner. This concerted action will 
not be achieved by mutual formal exchanges of profes- 
sional courtesy, but by the direct and frank collaboration 
of men who know their way about in their respective 
fields of work.” 

The role of the nurse in industry differs somewhat 
from that of the hospital nurse and the public health 
nurse. Industrial nursing is rarely bedside nursing to an) 
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large degree. While the day’s work may be occupied with 
minor medical and surgical treatments, the competent 
nurse in industry also has been imbued with the preven- 
tive idea, for the purposes of maintaining health and of 
assisting in the control of disease and accidental injury. 
In the industrial plant she is not under the vigilant eye of 
a hospital floor supervisor, and she savors this relative 
freedom. Nonetheless, she requires and expects the inter- 
ested direction of a physician. She can participate in 
rendering personal medical services involving diagnosis 
and definition of treatment only when acting under direct 
medical supervision, or under indirect supervision such 
as that provided by formal standing orders. The nurse 
usually is the first to recognize her professional, ethical, 
and legal limitations in these matters. The physician who 
serves industry on even a part-time basis must provide 
the sound and continuing type of medical supervision 
that all well-trained nurses expect. 


An industrial hygiene engineer may be employed in 
the larger plant. The physician is very likely to have some 
contact with a person of this background, who either is 
on the staff of the medical department or comes as a 
technical consultant. The function of the industrial 
hygiene engineer may be defined as “the study and con- 
trol of environmental factors affecting the health and 
well-being of industrial workers.” ° This is a large order, 
and to a very considerable degree we are all engaged in 
this pursuit. The particular interest of the engineer is in 
the description of the physical and chemical nature of the 
industrial environment and the design of facilities that 
will result in the elimination of undesirable characteris- 
tics. His skills may include techniques for sampling the 
atmosphere, for analyzing its components, and perhaps 
for substituting safe materials for dangerous ones. His 
effectiveness is greatest when he is given the opportunity 
of reviewing proposed plant operations, from a health 
and safety standpoint, while these operations are in the 
planning stage. He is an invaluable member of the indus- 
irial health group. Without entering into controversy 
relative to the proper place for the industrial hygiene 
engineer in the organizational plan of the company, it 
may be said that his activities perfectly complement those 
of the physician trained in occupational medicine and 
may be essential to those of the physician whose interests 
in industrial health are more casual. 


RELATIONSHIPS WITH EMPLOYERS 

The physician who has a clear concept of the nature 
of his ethical responsibilities to the employees, and com- 
municates this information to management at the appro- 
priate time, should have no difficulty in dealing with 
industrial personnel on medical matters. Constant edu- 
cation of supervisory personnel is necessary, because it 
is at this level that one often encounters a fierce, fanatical, 
and sometimes rather blind loyalty to what erroneously 
may be considered the best interests of the company, 
even to the detriment of the employee. A patient but 
inflexible attitude of fairness by the physician is required 
in pointing out that the true interests of the employer 
can only be served by careful consideration of what is 
best for the employee. 


INDUSTRIAL MEDICAL SERVICE—HUGHES 1441 


An example may serve to illustrate this point. The 
management of a plant may be so proud of a good safety 
record that it becomes a thing to be zealously guarded. 
This is true of the safety department to an even greater 
degree. According to the rules of scorekeeping in such 
matters, only injuries resulting in actual disability affect 
the safety record. One of the chief determinants of dis- 
ability is loss of time from work. When an injury occurs, 
for example, a low back strain, the safety department 
may temporarily lose sight of the best medical interests 
of the injured employee. There is frantic effort to protect 
its recognized standard of efficiency, the safety record. 
In some plants it may be suggested that a newly injured 
man, on crutches or in a heavy cast, be delivered to the 
clockhouse for the purpose of simply punching his time 
card, establishing for the sake of the record his ability to 
work and thus avoiding that symbol of safety failure, a 
lost-time accident. This is not according to Hoyle, but 
I have heard that it has been done. The duty of the physi- 
cian in these cases is quite clear. While early return to 
work has become an accepted principle of rehabilitation 
of the injured, decisions based on considerations other 
than the welfare of the patient cannot be countenanced. 

When a person is to be returned to work after injury 
or prolonged illness, he cannot be expected to have the 
same level of physical proficiency for his tasks that he 
had before the onset of his disability. This is particularly 
true where the job may be one requiring considerable 
exertion or skill of coordinated movements. Common 
sense dictates a gradual return to full duties. The fore- 
man of a work crew is often restricted by management 
policy, perhaps abetted or even dictated by terms of a 
labor contract, to a specified number of men to perform 
a certain job. While he may easily absorb into a small 
group one or two workmen whose physical activities 
have been restricted on medical recommendation, there 
is a limit beyond which he cannot go if the day’s work 
is to get done. He may then become unwilling to accept 
men who can perform only limited duties. At this point 
the physician, who has already convinced the safety man 
that a certain injured man requires a period of recupera- 
tion off the job, now has a new problem. He may now 
consider the man ready to begin to resume his work 
activities on a gradually increasing scale, only to find 
that the foreman does not want the man back until he 
is completely fit. Patience and careful explanation again 
will be required. 


The physician who is new in industrial medicine finds 
that his decisions, if they are to be respected as well as 
observed, must be based upon certain practical consid- 
erations in addition to exclusively medical ones. The 
physician may be accustomed to making pronounce- 
ments on health matters without explanation, but if he 
wishes to lay the foundations of a sound working rela- 
tionship in the plant, he will avoid in his actions the un- 
necessarily arbitrary manner that may be accepted but 
is always resented. 


Kettering Laboratory, University of Cincinnati College of 
Medicine. 
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IMPORTANCE OF STANDARDIZATION OF NURSING HOMES 


Thomas P. Murdock, M.D., Meriden, Conn. 


The subjects of long duration illness and the care of 
the aged are close to my heart and are conditions that 
I have been interested in for many years. Life expectancy 
in the United States has increased and, I am sure, will 
continue to increase for many years to come until this 
naticn enters its period of deterioration, which must 
come to all nations. Then we will get a reversal of this 
trend. A child born at the turn of the century had a life 
expectancy of about 49 years.’ A child bern today has 
a life expectancy of about 69 years. One does not have 
to be a great prophet to predict that, before long, we will 
pass the biblical expectancy of three score and ten. 

There are several reasons for this increase, and among 
these we think of the great advances in public health and 
sanitation. A good example of this is typhoid, a disease 
rarely seen now. Many young doctors and nurses prob- 
ably have never seen a case. The great advances that have 
been made in intracranial, thyroid, thoracic, gastrointes- 
tinal, and genitourinary tract surgery have contributed 
largely to this increase. We may expect continued ad- 
vancement and improvements in these fields. The dia- 
betic at the turn of the century was a very pathetic sight. 
A tentative diagnosis of his condition could be made on 
physical appearance alone. Then in 1921 came insulin, 
the work of the immortal Banting and his associate, Best. 
Now the diabetic will usually outlive his doctor. In 1926 
came liver extract for the patient with pernicious anemia. 
Prior to that time, many patients died from this disease. 
In the past few years vitamin B,2 has been added to our 
armamentarium for this disease. The patient with per- 
nicious anemia now frequently lives to old age. The year 
1935 brought the sulfonamides for use against acute in- 
fections. The early 1940’s brought the various antibiotics 
to supplement the sulfonamides for acute infections and 
for other purposes. It is now unusual for patients to die 
from the known acute infections, and more persons live 
on to old age. 

The forgotten men in medicine are the general prac- 
titioners and the pediatricians. The research worker who 
has discovered the cause of, or treatment for, a specific 
disease is duly recognized, and his name is immortalized 
in medical history. The general practitioner and pedia- 
trician who have, more frequently than any others, 
brought these discoveries to the people are seldom 
thought of. I have in mind particularly their noble work 

in immunization against diphtheria, scarlet fever, and per- 
tussis. These diseases took many children’s lives. I have 
in mind also the work in the prevention of nutritional 
deficiencies and infectious diarrheas in children. All of 
this work has contributed largely to increasing life ex- 
pectancy. In other words, the immunizations against the 
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diseases of childhood and the prevention of nutritional 
deficiencies and infectious diarrheas have contributed 
largely to our new problems of the aging. 


CHANGING CONDITIONS 


I think it can be said that the philosophy of the Amer- 
ican people began to change in the late 1920’s or early 
1930’s. Out of this change, of course, came some good 
things. Out of it also came some unfortunate conditions, 
The good, of course, we think of at once: an increased 
standard of living with better housing, improvement in 
sanitation, and improvement in working conditions. At 
the turn of the century, men not infrequently went to 
their work, during some seasons, in the dark and returned 
from their work in the dark, never having been in the sun- 
light. God, or men with social consciences, never in- 
tended this. 

With the improvement there also occurred some un- 
fortunate conditions. One has only to reflect a little to 
detect an unwillingness on the part of younger persons 
to care at home for the aged, and they are sent to nursing 
homes. During World War II, there was a great shortage 
of manpower. Married women were called into industry, 
on the basis of patriotism, but, as time went on, they con- 
tinued to work. Time has proved that this continuance 
in many instances was actually for the purpose of buying 
more frills than could otherwise be provided. Of course, 
something or somebody had to suffer. It is difficult to 
work and care for a home. The aged have suffered, and 
children are beginning to suffer. The term “baby sitter” 
that came into being about this time now has a very 
broad meaning and is very widely used. Time alone will 
tell us whether the improvements that we all accept as 
good are outweighed by the destruction of a moral phi- 
losphy that was standard and accepted before this change. 
I am old-fashioned enough to believe that the latter 
is true and that we may now be looking at the beginning 
of our national deterioration. 

The general hospitals in this country have increased 
in numbers and capacity beyond the expectation of most 
men. In 1909 there were 4,309 ? registered hospitals. In 
1952 there were 6,665 registered hospitals, with a bed 
capacity of 1,541,615. The Hill-Burton act, a one-time 
federal grant for hospital construction, has aided in this 
increase. Despite this, there is a shortage of hospital 
beds. It is estimated that there were 3,910,000 births in 
the United States in 1952. Of this number, 3,170,495 
babies were delivered in hospitals. In some states 95% 
or more were delivered in hospitals. The cost of hos- 
pital care has increased a great deal. This was to be ex- 
pected with the changing philosophy and with a large 
part of the increase being due to the increased costs of 
materials and labor. 


NEED FOR NURSING HOMES 
At this point one asks the question: Are there great 
numbers of persons with long-duration and probably in- 
curable illnesses in general hospitals who could be cared 
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for as well, if not better, in nursing homes? I think there 
are. The question, however, is in dispute. Bluestone * of 
Montefiore Hospital feels that a large number of those 
in nursing homes belong in general hospitals. He also 
feels that the minority belong in nursing homes or in 
their own homes. Blue Cross,* Blue Shield, and old line 
insurance companies now provide coverage against cata- 
strophic illnesses for a very large segment of the popula- 
tion. Approximately 90 million persons are covered 
against the cost of hospital care, 72 million against sur- 
sical costs, and 32 million against medical costs. This, 
| believe, is and should be the answer to those who be- 
lieve in the federalization of medical care—the first step 
in complete socialization. 

At the national level, the question of chronic illness 
is being studied intensively on two fronts. A suburban 
study is being carried on in Hunterdon County, New 
Jersey, and an urban study in the Baltimore area. In- 
cluded in the latter study is the nursing home question. 
Four other states are now carrying on studies of nursing 
homes. The question of rehabilitation, so long ignored in 
this country, and now spearheaded by Dr. Howard Rusk, 
is bringing valuable and encouraging information to the 
front. Patients, particularly young patients, previously 
accepted as being totally disabled, are again taking their 
useful places in society. Industry is attempting to find 
places for partially disabled men and women. The Na- 
tional Foundation for Infantile Paralysis, as it continued 
its intensive studies of the viruses of this crippling dis- 
ease and the production of a vaccine, has carried on a 
splendid rehabilitation program with grants and fellow- 
ships toward improved methods of rehabilitation, and at 
the same time has encouraged direct application of 
known methods for the relief of these unfortunate 
persons. 


What does all this add up to? The overloading and 
overburdening of the general hospitals, the increased cost 
of hospitalization, the increase in life expectancy, the 
large numbers of persons covered by prepaid hospital 
and medical plans, and the undoubted increase in the 
number of persons suffering from long-duration illness 
all indicate that from this time on the nursing homes 
will take their rightful places in the sun. It is stated that 
there are 14,000 nursing homes ° in the United States. 
Dr. Frank Dickinson, of the Bureau of Medical Eco- 
nomic Research of the American Medical Association, 
states that there are about 11 million persons over 65 
years of age in this country. He also estimates that in 
1970 there will be between 15 and 18 million in this age 
bracket. He lists the three important causes of death 
in those over 65 as heart disease, cancer, and vascular 
disease. These statistics sustain the medical opinion that 
persons in the older age bracket are particularly subject 
to long-duration illness. They also indicate the necessity 
now for an increase in bed capacity and preparations for 
the future. If this increase in bed capacity in nursing 
homes is accomplished, it will serve a threefold purpose. 
The general hospitals will have more beds available for 
acutely ill patients, the general cost of hospital care will 
be reduced, and the care of the patient with long-duration 
illness will be improved and specialized in nursing homes. 


NURSING HOMES—MURDOCK 1443 


CRITERIA FOR NURSING HOMES 


Standardization and accreditation become increas- 
ingly important as we progress in our methods for the 
care of the sick. The Joint Commission on Accreditation 
of General Hospitals has been in operation since 1952. 
The Council on Medical Education and Hospitals 
accredits hospitals for the training of interns. The Com- 
mittee on Accreditation of Nursing Schools has been in 
operation for about a year. These are individual or joint 
efforts of the American Hospital Association, the Na- 
tional League of Nursing, the American College of Sur- 
geons, the American College of Physicians, and the 
American Medical Association. I think it is fair to say 
that there are good and poor nursing homes in this coun- 
try. I feel that this is the place where your organization 
must step in to improve conditions. The time has come, 
I believe, for the standardization of nursing homes. This 
should be done by your organization. It must be done, 
in my opinion, cautiously and carefully. It should be done 
on a basis of pattern direction and should be a voluntary 
approach. By this I mean general guidance and advice 
to state or member organizations as to standards and 
requirements. 

At piesent the public health laws and fire laws of the 
various states make certain specific requirements. This is 
as it should be, and they must be religiously enforced. 
Obviously older persons or disabled persons need greater 
protection than the young and well. The progressive cities 
or states are those that have adequate public health laws 
and fire laws. The Council on Medical Education and 
Hospitals of the American Medical Association now 
registers some nursing homes. Of course, it would be 
physically impossible to cover all of the 14,000 nursing 
homes in the United States. The Council can, and I am 
sure will, aid your organization in its direction of patterns. 
Specifically, several recommendations can be made as to 
medical care in nursing homes. Where possible, these 
homes can be annexed to the general hospital. If this is 
not possible, an affiliation with a general hospital may be 
accomplished. It is of benefit to the general hospital to 
know that a suitable affiliation exists where their patients 
with long-duration illness will be adequately cared for. 
I would urge that, wherever possible, the medical care 
be provided on a voluntary basis. In the larger homes, 
by which I mean those of 100 to 200 beds, I would rec- 
ommend that a regular staff be appointed. If the home is 
attached to a general hospital, the staff can be provided 
by the general hospital. If not, the county or city medical 
society will aid in the selection. In smaller hospitals, the 
same procedure will apply, or the patient may have his 
own physician. Wherever possible, the free choice of 
physicians should apply. I believe that all patients should 
have preadmission chest roentgenograms. These should 
be considered a must. Obviously, the patient with pulmo- 
nary tuberculosis belongs in a tuberculosis hospital and 
not in a nursing home. In general, and I say this from 
wide experience, the mode of living of the older patient 
should not be changed too much. One should not be 
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ultrascientific at the price of great discomfort to the 
patient. Keeping him comfortable and happy is more 
important than overindulgence in academic curiosity. 
I think it necessary that a physical examination of the 
older patient be done twice yearly and more frequently 
if some acute conditions develop. I doubt the wisdom of 
exhaustive laboratory studies. If these are required, the 
patient can be transferred to a general hospital for imme- 
diate and intensive care. Some of the simpler procedures, 
such as blood cell counts, urinalyses, and blood sugar 
determinations can be done. These could be done very 
well by a technician. In the case of smaller homes, one 
technician could well service several. In the case of the 
very small homes, these might well be covered by the 
physician, or a reputable commercial laboratory. 

I know that in any effort toward the elevation of stand- 
ards you will have the cooperation of the medical profes- 
sion. The medical profession recognizes the importance 
of nursing homes and is anxious for the improvement of 
standards. We must always bear in mind that the nursing 
home is and should be operated for the kindly, gentle 
care of these old persons who find themselves in the late 
period of their lives without any place else to go, who are 
entitled to good care, and who do not need overly scien- 
tific study. Of all of the services required for the aged and 
those suffering from long-duration illness, I would place 
nursing first. | say this with a full appreciation of the 
other allied services necessary. It is now agreed by all 
that there is a great shortage of nurses in this country. 
There is no single cause for this shortage. The causes are 
multiple and include the low birth rate in the early 1930's 
with fewer young women now of working age, and the 
competition of industry, clerical work, teaching, and 
other fields open to young women. Finally, higher wages 
are obtainable in other fields of endeavors after a much 
shorter period of training or no training at all. The short- 
age presents itself in bedside nurses and teachers. The 
study now under way by the Committee on Accreditation 
of Nursing Schools brings this out clearly. The Commit- 
tee of the American Medical Association for the Study 
of the Nursing Shortage made the following strong 
recommendations in its report in 1948: (1) that nurses 
be made up of three groups: (a) 15% collegiate nurses 
(these women to act as teachers in nursing schools), (b) 
25% hospital-trained nurses, and (c) 60% trained 
practical nurses; (2) that the courses of the hospital- 
trained nurses be reduced to two years; and (3) that 
provision be made and credits allowed, in selected cases, 
for advancement from one group to another. The com- 
mittee strongly reaffirmed its position this year. I think 
it can safely be said that for many years there will be a 
shortage of nurses if we pursue the old methods of train- 
ing nurses. The recommendations of the American Medi- 
cal Association’s committee are sound, and if they are 
followed, I am sure that the shortage will be corrected. 

I bring up the question of shortage of nurses and the 
recommendation of the American Medical Association 
committee because I believe that nursing homes have 
suffered and will continue to suffer from this shortage as 
much or more than the general hospitals. If there is a 
place for the team concept of nursing, and I believe there 
is, it is in the nursing home for the care of the aged and 
those with long-duration illness. I think of the collegiate 
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nurse or the hospital-trained nurse at the top. Depending 
on the size of the home, I think of the hospital-trained 
nurses or trained practical nurses in the bracket below. 
In still another bracket, I think of personnel trained on 
the job. With this team, the patients will be given good 
and kindly treatment and care. Regarding the qualifica- 
tions of the nurse, and particularly the nurse in nursing 
homes, I should like to paraphrase a statement made for 
another purpose by Miss Jane Hoey ° of the Social Secur- 
ity board: The nurse should have (1) a sincere belief 
in the divine origin of man, (2) a sincere belief in the 
divine destiny of man, and (3) recognition of the God- 
like quality common to all men. The nurse with these 
basic qualifications will be a credit to her profession, and 
those under her care will be assured of good and kindly 
care. Of course, adequate theoretical and practical train- 
ing must be added to these basic requirements. 

I have tried to outline for you my evaluation of the 
present nursing home, its future, and the very high place 
it has in the healing arts. You are caring for a group of 
persons in the evening of their day, with the shades 
drawn, and darkness soon to come. They must be treated 
kindly, gently, and well. To accomplish this, you must 
keep your standards high. In this effort, I can assure you 
of the generous cooperation of the American Medical 
Association. 

Professional Bldg. 


6. Hoey, J. M.: Three Minutes a Day, Garden City, N. Y., Doubleday 
& Company, Inc., 1953, p. 353. 
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FATAL HEMOLYTIC TRANSFUSION 
REACTION CAUSED BY SENSITIZATION 
TO A NEW BLOOD FACTOR U 


REPORT OF A CASE 


A.S. Wiener, M.D 
L. J. Unger, M.D. 


and 


E. B. Gordon, Brooklyn 


The purpose of this article is to describe a blood factor 
apparently not encountered previously. A case is re- 
ported in which sensitization to the new blood factor 
caused a fatal hemolytic reaction. 


REPORT OF CASE 


A Negroid woman, aged 35, was admitted to a hospital in 
Manhattan with the diagnosis of a bleeding peptic ulcer. 
According to the information received, the patient had been 
pregnant three times but had only one living child. On ad- 
mission a blood count showed severe anemia, 4 gm. of 
hemoglobin per 100 cc., 1,280,000 red blood cells, and 29,000 
white blood cells, with 73% neutrophils, 6% metamyelocytes, 
and 20% lymphocytes. A blood transfusion was attempted 
but discontinued after 100 cc. had been administered, because 
of a reaction consisting of chills and fever. A week later a 
blood count showed persistence of the anemia, and another 
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blood transfusion was carried out. The intern who administered 
the blood and who performed the cross-matching test was 
called back to the patient’s bedside because she had gone into 
shock during the transfusion. The transfusion was discon- 
tinued, but all efforts to revive the patient were of no avail, 
and she died shortly thereafter. We were then asked to investi- 
gate the bloods, in order to determine the cause of the 
transfusion reaction. 


rapLe 1.—Results of Grouping Tests for Patient and Donors 


source OL 


Blood A-B-O Group = M-N Type Rh-Hr Type Kell Type 
Patient B MN Rhirh kk 

ist donor B MN rh kk 
2nd donor B MN rh kk 


The bloods of both donors belonged to group B MN 
rh kk (table 1), while the blood of the patient belonged 
to group B MN hyrh kk. The patient had been given 
Rh-negative blood, because her blood had been errone- 
ously typed as Rh negative. Actually, her blood con- 
tained an Rho variant as indicated by the symbol %h,, 
and this accounted for the error in typing. This, of course, 
had no bearing on the hemolytic reaction. 
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confusion with symbols for previously described blood 
factors and to indicate the almost universal distribution 
of the new blood factor. Since the patient herself was 
Negroid, it was anticipated that such persons would be 
more apt to occur among Negroids than among Cau- 
casoids, so that both Negroids and Caucasoids were 
included in the study. To economize use of the serum, 
of which only a few cubic centimeters had been obtained 
post mortem, it was used in a 1:20 dilution for the tests. 
Moreover, after the tests were read, the serum was re- 
covered and used again until it no longer gave satisfac- 
tory reactions. In this way we carried out tests on 690 
Caucasoids and 425 Negroids. As anticipated, while no 
negative reactions were obtained in the series of Cau- 
casoids, four negatively reacting persons were encoun- 
tered among the Negroids, not counting the patient 
herself. 

The blood groups of the five persons thus far encoun- 
tered with blood lacking the factor U are given in table 
4. Only persons with group O and group B blood were 
included, since the patient herself belonged to group B. It 


TABLE 2.—Titration* of Abnormai Isoantibody (Anti-U) in Patient’s Serum 





remperature 


of Tests Test Cells (All Group O or B) 
37 C ist donor .... APY 4+ 
2nd donor . + 
Patient .. 
Cc Ist donor 
2nd donor ..... 
Patient . 


Undiluted 


Dilution of Serum 


1:10 1:20 1:40 1:80 1160 1:320 1:64) Jil eso 


Pr t tr.? 








Titrations were carried out in the usual way by the tube agglutination method in a saline medium. In a series of tubes one drop of the appro- 
priate serum dilution was mixed with one drop of a 2% suspension of the indicated red cells. After incubation at the indicated temperature for two 
hours, the tubes were gently shaken and the reactions read. ‘The strength of the clumping is indieated by the number of pluses, +++ being the strongest 


reaetion possible, namely, one large clump of cells. 
t At these dilutions faint clumpiag was observed. 


Repetition of the cross-matching test showed that the 
patient’s serum contained an abnormal antibody that 
strongly agglutinated the cells of both of the two donors. 
he antibody was of high titer and avidity, so that clump- 
ing occurred promptly when the matching tests were 
carried out, even on the slide with saline-suspended cells. 

As shown in table 2, the titer of the antibody at body 
temperature was approximately 400 units, while the titer 
at refrigerator temperature was only 40 units. Thus, the 
antibody had the property of an immune isoantibody, in 
contradistinction to naturally occurring antibodies such 
as anti-A, anti-B, and anti-P. The antibody was active by 
the ordinary agglutination method in saline medium. 
[Treatment of the cells by ficin had no noticeable effect 
on the strength of the reaction, so that the blood factor 
involved was evidently not affected by proteolytic 
enzymes. Tests on a short series of blood specimens 
showed them all to be incompatible with the patient’s 
serum, so that the factor in question had a high frequency 
in the population and was apparently not related to any 
known blood factor. For example, anti-k (anti-Cellano ) 
was immediately excluded, since the patient herself was 
Kell negative. 

It was then decided to test a large series of persons in 
order to find persons lacking the factor, which was desig- 
nated U. Since a satisfactory symbol could not be devised 
from the patient’s name, the letter U was selected to avoid 


is evident that the blood factor U is not related to the 
A-B-O, M-N, Rh-Hr, or K-k systems. Moreover, the 
distribution is such as to exclude its relationship to any 
other blood factor described to date. 


PaBLt 3.—Results of Tests for Factor U on a Random Series 
of Blood Specimens from Negroids and Caucasoids 


Results of Tests 


No. ot P 
Persons No No 
Source of Blood Specimens Tested Positive Negative 
Negroids 125 4? 1 4 
(aueasoids Goo 
Only group © and group B persons were tested, all of whom were 


residents of New York City 


PaBL—E 4.—Blood Groups of Persons* with Blood Lacking 
Factor U 


\-B-O Group M-N Type Rh-Hr Type Kell Type 
Patient B MN Rhirh kk 
1 oO N Rhirh kk 
4 B N Rho 
3 oO MN Rho 
i B N Rho kk 


Listed as numbers 1 through 4 In this table, these persons are the 
same as those referred to in table 3. 


COMMENT 
In the past month our attention has been called to two 


other fatal hemolytic reactions in addition to the case 
described here. One was caused by sensitization to the 
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Kell factor and the other by sensitization to the hr’ factor. 
It is evident that blood grouping at the present time is a 
high specialized field, so that these delicate tests must be 
carried out only by specially trained persons, if fatal 
hemolytic reactions are to be avoided. Certainly, the 
practice of delegating performance of grouping and cross- 
matching tests to interns with only a very incidental 
interest in the subject and very little training is to be con- 
demned. In large hospitals there should be no problem 
in setting up an adequate blood grouping department, 
while in smaller hospitals use could be made of a central 
blood grouping laboratory. The medicolegal responsi- 
bility of individuals and hospitals concerned with blood 
transfusion has been the subject of a recent report.* 


SUMMARY 
A hemolytic transfusion reaction caused by sensitiza- 
tion to a new blood factor U is described. The blood 
factor U was found to be present in every one of 690 
Caucasoids tested and in 421 of 425 Negroids tested. 


64 Rutland Rd. (Dr. Wiener). 


1. Wiener, A. S.; Grant, D. N. W.; Unger, L. J., and Workman, 
W. G.: Medicolegal Aspects of Blood Transfusions, report of Committee 
on Medicolegal Problems, J. A. M. A. 151: 1435-1443 (April 18) 1953. 


LEUKOPENIA FOLLOWING FUMAGILLIN 
TREATMENT FOR AMEBIASIS 


REPORT OF A CASE 
Edward C. Malewitz, M.D., Houston, Texas 


Fumagillin, a new amebacide that is produced from 
a strain of Aspergillus fumigatus, has been claimed * not 
to produce toxic effects on parenchymatous organs in- 
cluding the blood and blood-forming tissues. The occur- 
rence of moderate leukopenia following use of this drug is 


therefore reported. 
REPORT OF CASE 


The patient was a 40-year-old white engineer who had 
lived in various parts of South America for about 15 years. 
He contracted amebiasis in Venezuela in 1940 and received 
intermittent treatment thereafter. A random stool examination 
on Sept. 17, 1952, did not reveal cysts. On Aug. 3, 1953, 
a specimen obtained via a sigmoidoscope was examined be- 
cause of mild diarrhea and tenesmus that had started several 
days earlier. The presence of cysts of Escherichia histolytica 
was confirmed by iron-hematoxylin stain. He was given 40 mg. 
of fumagillin daily for 14 days. On the last day of treatment 
he noted headache and recurrence of mild diarrhea. On 
Sept. 18, 1953, a stool specimen was reported as negative for 
cysts. The following week he was seen because of mild 
transient throat discomfort, which he had felt for the previous 
two weeks but had not thought sufficiently important to men- 
tion. In addition, he stated that the skin of his palmar and 
plantar surfaces had been completely desquamated. Examina- 
tion revealed pink new skin on the plantar and palmar 
surfaces. His temperature was 98.6 F. His pharynx was 
diffusely injected, but no ulcers or exudate were seen. There 
was no adenopathy. The remainder of the examination re- 
vealed no abnormalities. 

A direct smear from the pharynx showed no leukocytes with 
Wright’s stain. Blood studies made on Sept. 24 revealed 
13.6 gm. of hemoglobin per 100 cc., an erythrocyte count of 





1. (a) Anderson, H. H., and others: Fumagillin in Amebiasis, Am. J. 
Trop. Med. 1: 552 (July) 1952. (b) Killough, J. H.; Magill, G. B., and 
Smith, R. C.: Treatment of Amebiasis with Fumagillin, Science 115: 71 
(Jan. 18) 1952. (c) McHardy, G.; Bechtold, J. E.; Welch, G. E., and 
Browne, D. C.: Fumagillin as an Amebacide, South. M. J. 46: 428 (May) 
1953. 
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4,900,000; and 3,500 leukocytes per cubic millimeter, wiih 
52% neutrophils, 39% lymphocytes, 4% eosinophils, and 5% 
monocytes. A blood cell count prior to the amebacide treat- 
ment was normal. A repeat blood cell count on Oct. 2 showed 
the leukocyte count to be 3,300, with 71% neutrophils, of 
which 58% were segmented and 13% stab forms, 10% 
lymphocytes, 3% eosinophils, 14% monocytes, and 2% 
atypical young forms. Toxic granulations were noted. The 
hemoglobin level was 13.0 gm., with 4,580,000 erythrocytes, 
Bone marrow and peripheral blood studies by Dr. Charles 
Spurr on Oct. 8 showed an almost completely norma! picture 
with slight myeloid hyperactivity in the bone marrow but no 
abnormal cells in the marrow or peripheral blood. The appear- 
ance Of both was consistent with toxic leukopenia in the 
recovery phase. On Oct. 20 the leukocyte count was 5,100, 
almost the same as before treatment. 

COMMENT 

Except for the headache and throat discomfort pre- 
viously mentioned, the patient felt well. At no time was 
there any fever, adenopathy, or other symptoms sugges- 
tive of a leukopenia-producing type of infection. No 
drugs other than the fumagillin and vitamins were taken. 
There was a history of fungus infection of the hands and 
feet that might account for the desquamation, but no ac- 
tive fungus disease was detected. No exposure to toxic 
chemicals or radioactive materials was discovered. 

The dosage used was well below the maximum recom- 
mended at that time, and in over 300 cases already re- 
ported most of the treatment schedules were as high or 
higher withcut untoward effects. Recently a slightly lower 
starting level was advised, with gradual increases, de- 
pending on clinical tolerance. In all cases, the toxic ef- 
fects were primarily related to gastrointestinal irritation. 

No data regarding absorption are available, but it ap- 
pears that at therapeutic levels very little of the drug is 
absorbed. No effect on the normal flora of the intestine 
has been produced. In monkeys, Anderson and co- 
workers '* found the leukocytes either slightly increased 
or decreased, but no abnormally low decrease was re- 
corded. Also, there was oftener an increase in hemoglo- 
bin and erythrocytes than a decrease. No effect on pro- 
thrombin activity was found, but there was some reten- 
tion of sulfobromophthalein (Bromsulphalein), which 
was permanent in one animal. High dosage in dogs and 
cats leads to a depression of prothrombin activity and, in 
dogs, renal tubular degeneration and leukopenia. 

It would seem, therefore, that fumagillin is capable of 
causing parenchymatous degeneration and depression of 
bone marrow activity when given in high enough dosage. 
At levels of 60 mg. per day or less in man, there is usu- 
ally little absorption or very little toxic reaction to this 
compound. In the case described, the patient may have 
absorbed unusual quantities of, or have been particularly 
sensitive to, the drug with resultant depression of bone 
marrow activity. For these reasons, higher dosage than 
that recommended or repeated courses of this amebacide 
are not advisable unless frequent studies, especially for 
detection of liver and bone marrow toxicity, are made. 


SUMMARY 

A case of mild leukopenia following treatment of ame- 

biasis with fumagillin is reported. Since this is a rare oc- 

currence, further trial of this apparently well-tolerated 

and effective drug is justified, but sensitivity should be 
suspected and proper precautions taken. 


601 Hermann Professional Bldg. (5). 
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COUNCIL ON PHARMACY 
AND CHEMISTRY 








The following abstract of recent nomenclature decisions of 
the Council is authorized for publication. 
R. T. Stormont, M.D., Secretary. 


NEW GENERIC AND BRAND NAMES 
RECOGNIZED BY THE COUNCIL 


PROTOVERATRINES A AND B for the purified mixture of the 
ester alkaloids, protoveratrines A and B, derived from Vera- 
trum album: Veralba (Pitman-Moore Company) 


PROTOVERATRINE A AND B MALEatEs for that salt of the ester 
alkaloids, protoveratrines A and B: Provell Maleate (Eli Lilly 
& Company) 

RAUWOLFIA for the powdered whole root of Rauwolfia serpen- 
tina: Raudixin (E. R. Squibb & Sons) 


[RIHEXYPHENIDYL HYDROCHLORIDE for 3-(1-piperidyl)-1-phenyl- 
|-cyclohexyl-l-propanol hydrochloride: Artane Hydrochloride 
(Lederle Laboratories Division) 


REPORT OF THE COUNCIL 


The Council has authorized publication of the following 


report. 
R. T. Stormont, M.D., Secretary. 


DERMATOLOGICAL PREPARATIONS OF ACCEPTED 
ANTIHISTAMINE DRUGS OMITTED FROM N.N.R. 

At its annual meeting in 1952, the attention of the Council 
was focused on the problem of cutaneous sensitivity to the 
antihistamine drugs. It was recalled that a similar problem 
previously arose in connection with the topical use of the 
sulfonamides and penicillin. This led the Council to withdraw 
its acceptance of topical forms of these anti-infective agents, 
because their therapeutic value is outweighed by the high 
incidence of sensitivity reactions and because they are effec- 
tive against local infections when administered systemically.' 
Accordingly, the Council authorized a restudy of the use of 
certain antihistamine creams and ointments that had been 
accepted for the relief of itching dermatoses, especially those 
having an allergic basis. 

The opinions of some leading dermatologists from various 
sections of the country were polled on the following ques- 
tions: 1. In your opinion are the reactions on the skin to 
the use of ointments and creams containing antihistaminic 
drugs few, frequent, or many? 2. State the preparations caus- 
ing the most disturbance in your experience in practice and 
in the clinic. 3. Do you believe the adverse effects from these 
agents outweigh their usefulness? 

The replies to these questions are almost unanimous in 
concluding: (1) that numerous cases of dermatitis have ap- 
peared coincidentally with the use of such preparations, (2) 
that although this has not been attributed to all of the anti- 
histamine drugs, they are potentially capable of producing 
cutaneous sensitivity, and (3) that such adverse effects can be 
considered to outweigh their usefulness at the present time. 
The majority of those consulted indicated that they either 
have limited the use of these preparations, or have abandoned 
them entirely. Regarding topical therapy in general, the sug- 
gestion was offered that until all important drugs or those 
commonly used for internal (systemic) administration are 
proved to have a low index of sensitization, they should not 
be employed topically. 





1, Sulfonamides for Local Application Deleted from N.N.R., report 
of the Council on Pharmacy and Chemistry, J. A. M. A. 135: 157 
(Sept. 20) 1947, Penicillin Preparations (Troches, Ointments and Ophthal- 
mic Ointments) for Topical Application Omitted from N.N.R., Annual 
‘Reprint of the Reports of the Council on Pharmacy and Chemistry, Chi- 
cago, A.M.A., 1950, p. 39. 
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In accordance with the foregoing opinions of experienced 
dermatologists, based upon observations that have accumulated 
since topical forms of antihistamine drugs were accepted, the 
Council concluded that, although some of them apparently 
have been helpful in relieving certain types of pruritus, the 
risk of contact dermatitis now overshadows their possible 
efficacy for that purpose and that further evidence is required 
to establish their usefulness. 

On the basis of the foregoing conclusions, the Council 
voted to discontinue the acceptance of dermatological prepara- 
tions of all antihistamine drugs, to omit from “New and Non- 
official Remedies” all currently accepted products in that 
categery, and to revise appropriately the affected N.N.R. 
monographs and the general statement on histamine-antagoniz- 
ing agents. 


NEW AND NONOFFICIAL REMEDIES 


The following additional articles have been accepted as 
conforming to the rules of the Council on Pharmacy and 
Chemistry of the American Medical Association for admission 
to New and Nonofficial Remedies. A copy of the rules on 
which the Council bases its action will be sent on application. 


R. T. StorMontT, M.D., Secretary. 


Bacitracin (See New and Nonofficial Remedies 1953, p. 45). 
Pfizer Laboratories, Division of Chas. Pfizer & Co., Inc., 
Brooklyn. 

Soluble Tablets Bacitracin: 5,000 units. 


Butabarbital Sodium (See New and Nonofficial Remedies 1953, 
p. 251). 
The Bowman Bros. Drug Company, Canton, Ohio. 

Elixir Butabarbital Sodium: 473 cc. and 3.78 liter bottles. 
A flavored alcohol solution containing 6.6 mg. of butabarbital 
sodium in each cubic centimeter. 


Tablets Butabarbital Sodium: 16 and 32 mg. 


Diethylstilbestrol-U.S.P. (See New and Nonofficial Remedies 
1953, p. 368). 
The Bowman Bros. Drug Company, Canton, Ohio. 

Tablets Diethylstilbestrol: 5 mg. 


Estrogenic Substances, Conjugated (See New and Nonofficial 
Remedies 1953, p. 364). 
Premo Pharmaceutical Laboratories, Inc., South Hackensack, 
mM. 2. 

Tablets Estrifol: 1.25 mg. 


Hexachlorophene (See New and Nonofficial Remedies 1953, 
p. 54). 
The Bowman Bros. Drug Company, Canton, Ohio. 

Surgical Soap Hexachlorophene: 473 cc. and 3.78 liter 
bottles. A soap containing 2% hexachlorophene (anhydrous 
basis). 

Central Chemical Company, Inc., Kansas City, Mo. 

Liquid Soap Surgi-Cen: 3.78, 18.9, 56.7, 113.4, 132.4, and 

208.1 liter containers. A soap containing 1% hexachlorophene. 


Hexamethonium Chloride (See New and Nonofficial Remedies 
1953, p. 241). 
Ciba Pharmaceutical Products, Inc., Summit, N. J. 

Syrup Esomid Chloride: 473 cc. bottles. A syrup containing 
62.5 mg. of hexamethonium chloride in each cubic centimeter. 
Preserved with 0.1% sodium benzoate. 

Tablets Esomid Chloride: 0.25 gm. 


Sodium p-Aminosalicylate (See New and Nonofficial Remedies 
1953, p. 91). 
Intermedico Corporation, Floral Park, L. L, N. Y. 

Tablets Pasmed Sodium: 0.5 gm. 
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THE ST. LOUIS MEETING 


In the December 26 issue of THE JOURNAL will be an 
abstract of the proceedings of the House of Delegates of 
the American Medical Association at the December, 
1953, meeting of the Association. In the organization sec- 
tion of the current issue are several pages of pictures 
taken at this meeting. In time, the complete proceedings 
will be available in a booklet that will be obtainable from 
the office of the Secretary of the Association. In the mean- 
time, mention of a few of the highlights may be of interest 
to the physicians who did not attend this seventh annual 
Clinical Meeting. 

The House of Delegates received reports from various 
officers of the Association and standing committees of 
the House. It also was addressed by the President, Ed- 
ward J. McCormick of Toledo, Ohio, by the Speaker, 
James R. Reuling of Bayside, N. Y., and by several 
guests, including Chester Keefer of Boston, special assist- 
ant to Mrs. Oveta Culp Hobby of the Department of 
Health, Education, and Welfare. After the presentation 
of reports and resolutions and their consideration by 
reference committees, the House took important actions 
on questions relating to social security, voluntary health 
insurance, medical ethics and unethical practices, medical 
education, hospital accreditation, and military affairs. 
Consideration also was given to the supply of interns, the 
commission on intergovernmental relations, scope of the 
word “rehabilitation,” rural health, hospital-physician 
relations, simplification of membership classifications, 
and the training of chiropractors and naturopaths. It also 
honored the 1953 “General Practitioner of the Year,” 
Joseph I. Greenwell of New Haven, Ky. This was re- 
ported in the December 12 issue of THE JOURNAL. 

The House passed a resolution reaffirming its opposi- 
tion to the compulsory coverage of physicians under the 
Old Age and Survivors Insurance provisions of the Social 
Security Act and advocated passage of the Jenkins- 
Keogh bills now pending in Congress. These bills were 
described as providing for “the development of a volun- 
tary pension program which is equitable, free from com- 
pulsion, and satisfies the retirement needs of physicians.” 

The reference committee report adopted by the House 
read in part: 

“The purpose of these bills is to eliminate the discrimi- 
nation and inequities which exist under present tax laws 
by extending the tax deferment privilege to the country’s 
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ten million self-employed and also to millions of employ. 
ees who are not covered by pension plans. The purpose 
of the resolution is to reaffirm our support of the volun- 
tary pension program provided in the Jenkins-Keogh 
bills and to reaffirm our strong opposition to the exten- 
sion of compulsory coverage of physicians and other sel|- 
employed persons under Title II of the Social Securit, 
Act.” 

The same committee report urged continued action to 
obtain passage of the Bricker amendment (S. J. Res. 1) 
and approved the principle of legislation that would re- 
duce or remove the limitation on the deduction of med- 
ical and dental expenses for income tax purposes. It also 
opposed any further extension of the “Doctor-Draft” 
law beyond the present expiration date of June 30, 1955, 
The report read in part “your Committee feels strongly 
that there should be no further extension of the ‘Doctor 
Draft’ Law. We feel that the legislation is discriminatory 
and urge the Committee on Legislation and the Board of 
Trustees to actively oppose any further extension.” 

The House acted to accelerate the development of 
voluntary health insurance by passing a resolution re- 
questing the Council on Medical Service to proceed im- 
mediately with a special study of the problems of cata- 
strophic coverage and coverage for retired persons. The 
Council was asked to present its findings and recommen- 
dations to the House not later than the 1954 Clinical 
Meeting. According to the resolution adopted: “There 
are two large groups of citizens for whom improved cov- 
erage could be offered under present prepaid medical 
care plans, namely: (a) those individuals who suffer 
catastrophic or long-continued and highly expensive ill- 
ness and whose financial resources are not adequate to 
meet the cost thereof and (b) those citizens who have 
retired and are living on small incomes and who are not 
eligible under presently existing public or private plans.” 
The resolution emphasized the medical profession’s “re- 
sponsibility to make every effort to promote such prepaid 
medical coverage for all citizens whose circumstances 
make them eligible.” 

Another resolution on voluntary health insurance 
stated: “the American Medical Association condemns 
all insurance contracts which classify any medical serv- 
ice as a hospital service.” The resolution affirmed previ- 
ous actions of the House defining pathology, radiology, 
anesthesiology, and physiatry as medical services. 

The House approved a revision of one section of the 
Principles of Medical Ethics of the American Medical 
Association that clarifies the relationship of physicians 
to all forms of public information mediums. The revision 
had been developed by the Council on Constitution and 
By-Laws and will appear in the revised Principles of 
Medical Ethics. 

In an effort to solve the publicity problems resulting 
from unethical practices by a small minority of doctors, 
the House referred to the Board of Trustees a resolution 
calling for appointment of a special committee with broad 
professional representation to study all aspects of the 
problems. The Board was asked to study and implement 
the intent of the resolution and to report its findings to 
the House at the June, 1954, meeting in San Francisco. 
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To clarify misunderstandings among physicians re- 
garding the rules and regulations of the Joint Commis- 
sion on Accreditation of Hospitals, especially as they 
concern the role of the department of general practice in 
a hospital, the House adopted the following resolution: 

“That this House of Delegates of the American Med- 
ical Association request the Joint Commission on Ac- 
creditation of Hospitals to publish an article, or series of 
articles, in the Journal of the American Medical Asso- 
ciation and other official publications circulating among 
the medical and hospital professions, to acquaint the 
medical-hospital profession with the regulations, bylaws 
and their interpretations, and 

“That the Commission clarify the methods by which 
an aggrieved hospital or its staff may appeal a decision 
with which they are not in agreement.” 

In the field of medical education, a fourth grant of 
$500,000 was made by the American Medical Associa- 
tion to the American Medical Education Foundation for 
financial aid to the nation’s medical schools. The founda- 
tion reported that its 1953 income now totals $1,174,000 
and that the number of contributors now is more than 
double the total in 1952. Dr. Louis H. Bauer of New 
York, immediate past president of the American Medical 
Association, was elected president of the foundation just 
prior to the opening of the Clinical Meeting. He succeeds 
the late Dr. Elmer L. Henderson of Louisville, Ky., also 
a past president of the American Medical Association. 

At the opening session of the House, Dr. McCormick 
in his presidential address made a strong appeal to the 
nation’s physicians for “action that will further full con- 
fidence of the public in our profession.” 

“Good public opinion cannot be bought,” he declared. 
“It must be earned through exemplary conduct and 
genuine service in the public interest. Whatever money 
the A. M. A. and its constituent societies spend for public 
education and public relations is wasted unless individual 
physicians take wholehearted interest in assuring the suc- 
cess of these ventures.” 

Dr. Reuling, emphasizing that much serious work re- 
mains to be done, warned: “times are just as troubled 
as when we had blanket bills before Congress which 
would have socialized the practice of medicine.” Dr. 
Keefer told the House, “the voluntary way has been the 
most successful in the past and there is no reason to be- 
lieve it will not continue to be in the future.” He urged 
maximum effort, cooperation, and leadership on the 
community level. The addresses by Drs. McCormick, 
Reuling, and Keefer will appear in full in the December 
26 issue of THE JOURNAL. 

Just prior to the Clinical Meeting the Joseph Gold- 
berger award for outstanding contributions in the fields 
of clinical nutrition was presented to Dr. James Somer- 
ville McLester of Birmingham, Ala., a practicing physi- 
cian for more than 50 years. The award was presented by 
the American Medical Association through its Council 
on Foods and Nutrition. 


On the scientific side of the Association’s meeting were 
the many excellent exhibits and papers. Too numerous 
to mention, they can be regarded, nevertheless, as of the 
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caliber anticipated when a program of the meeting was 
published in THE JoURNAL, October 31. Some of the 
papers will be published in THE JOURNAL. All were de- 
veloped with the general practitioner and his practical 
clinical problems in mind. 

The next meetings scheduled for the American Med- 
ical Association will be held as follows: 


1954 Annual Meeting, June 21-25, San Francisco 

1954 Clinical Meeting, November 30-December 3, 
Miami, Fla. 

1955 Annual Meeting, June 6-10, Atlantic City, N. J. 

1955 Clinical Meeting, November 29-December 2, 
Boston 

1956 Annual Meeting, June 11-15, Chicago 

It is not too early to begin plans for attending some, 

preferably all, of these meetings. 


PERIODIC HEALTH EXAMINATIONS 


The growing tendency to recommend an annual physi- 
cal examination has aroused a great deal of controversy 
in this country and abroad. As is the case with most argu- 
ments, resolution must await the accumulation of facts. 
Toward this end, encouraging steps are being taken. 
Baker and co-workers * have analyzed the results of 
2,178 examinations, including follow-ups in 1,350 per- 
sons, mostly business executives, who had no physical 
complaint. Many of them were sent for examination at 
the expense of the firms by which they were employed. 
This indication that corporations are recognizing that 
the toll of death and disability in their executives is exces- 
sive and that something should be done in the way of 
prevention is in itself encouraging. Following are ques- 
tions relating to the periodic examination that still need 
to be answered. 

1. What shall constitute a medical “overhaul” in a 
person with no complaints? In discussing this question 
Abrahams,’ a staunch opponent of complete periodic 
medical examinations, states correctly that it would be 
absurd to do all the known tests on every subject. That 
is precisely why Baker and his co-workers would like to 
see a standardized examination agreed on. Such a stand- 
ardization would have the advantage that the reports 
from many observers could be compared and combined 
for statistical analysis. Abrahams further suggests that 
rather than an elaborate battery of laboratory and roent- 
genologic tests a thorough and skillful interrogation of 
the patients covering each organ system would save both 
time and money and perhaps accomplish as much, Few, 
if any, proponents of the annual physical check-up would 
accept such a limited procedure, valuable as it might be 
as an essential part of a routine examination. This is 
indeed a knotty problem, and final agreement on which 
tests must be included and which may be omitted will 





1. Baker, J. P., and others: Executive Health Examinations, South. 
M. J. 46: 984-988 (Oct.) 1953. 

2. Abrahams, A.: Periodic Medical Overhaul, Lancet 2: 670-671 (Sept. 
26) 1953. 
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not be easily arrived at. Most authorities agree, however, 
that in subjects over 45 years of age a roentgenogram of 
the chest, a rectal digital examination, and an electro- 
cardiogram should be included. 

2. Is reassurance of a patient after a routine check-up 
that he has no disease valid? The answer to this question 
(posed by Abrahams) is: No, not always. No physician 
is omniscient, and the same question could be asked 
regarding a patient who seeks to find out whether his 
epigastric distress indicates a malignant disease or 
whether his precordial pain indicates heart disease. In 
how many patients after examination and reassurance 
has unmistakable evidence of cancer or coronary occlu- 
sion subsequently and sometimes within only a few 
months developed? This question then would seem not to 
be entirely justified, but it is being asked by those who 
would do away with periodic check-ups. 

3. Do the results of complete medical examination in 
a large group of patients justify the outlay of time and 
money and the discomfort to the patients? For this there 
are some statistics. Of the 1,350 subjects in Baker’s 
series, only 167 were found to have no disease. The 
authors. included as disease only those conditions that 
were found to be producing symptoms (although not 
severe enough to have caused the patient to seek medical 
aid) or which threatened future health. As a result, 
although dental caries and pes planus were commonly 
observed the former was considered a disease in only 10 
patients and the latter in none. The diseases most com- 
monly found were obesity, anemia, hypertension, osteo- 
arthritis, and hypothyroidism. In addition, many early 
malignant tumors and precancerous lesions were found 
and treated. These authors, besides trying to determine 
the value of these examinations to the patient, are 
attempting to rate patients as good or poor risks from 
the standpoint of the interested business firm; for ex- 
ample, a patient who has a poor prognosis would not be 
considered as a risk to his firm if he were close to the age 
of compulsory retirement. In another study Portis and 
his associates * discovered a relative hypoglycemia in 
nearly half of a group of business executives under 50 
whose only complaint was chronic fatigue, and of 55 
executives in this age group sent for a check-up by their 
firms only 3 were found to be free of disease; 16 had 
hypertension and 14 were overweight. These figures 
would indicate that health examinations when carefully 
performed by a group of clinicians interested in the pre- 
vention of disease can be decidedly worth while. 

4. Is it wise to place emphasis on disease instead of 
health in educating the public? This question (again 
posed by Abrahams) should not be cast aside lightly. 
To be constantly concerned about whether one has a 
disease is in itself a disease and one that may be in- 
capacitating. There is much to be said for enjoying the 
feelings of well-being without worry. For every person 
of this temperament who is suddenly struck down by a 
serious illness there are hundreds who go on enjoying a 
fuller life primarily because they do not worry over the 
state of their health; in fact, such an attitude in itself does 





3. Portis, S. A.; Zitman, I. H., and Lawrence, C. H.: Exhaustion in 
the Young Business Executive, J. A. M. A. 144: 1162-1166 (Dec. 2) 1950, 

1. Jeffcoate, T. N. A.: The Place of Forceps in Present-Day Ob- 
Stetrics, Brit. M. J. 2:951-955 (Oct. 31) 1953. 
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much to prolong life. What is needed then in patients js 
the ability to reach a happy medium between lack of 
normal concern and extreme introspection, and this 
requires a mature outlook, which is not easily acquired. 


THE PLACE OF FORCEPS 
IN MODERN OBSTETRICS 


Jeficoate,’ in reviewing the place of forceps in modern 
obstetrics, calls attention to the fact that early objections 
to the use of forceps based at first on prejudice or vested 
interest were quickly justified by the abuse of this method 
of extraction. Although the use of forceps has regained 
great popularity, this can be maintained only by the most 
judicious application of the principles of good obstetrics. 
Maternal and fetal mortality have been reduced by a 
combination of advances in medicine (chemotherapy, 
etc.) and advances in obstetric technique. In hospital 
deliveries the use of forceps has almost trebled in 25 
years. This increase has been at the expense of spontane- 
ous labor rather than of cesarean section and has been an 
important factor in the reduction of mortality referred 
to. As Jeffcoate so aptly puts it, “babies previously born 
dead with forceps are now being delivered alive by 
cesarean section, while those stillborn as a result of 
spontaneous delivery are now extracted alive with 
forceps.” 

The risks of using forceps have been reduced by 
changes in technique and changes in indications. Changes 
in technique include the discarding of all forms of axis 
traction instruments; substitution of skill for force in 
exerting traction; the use of episiotomy; correction of the 
position of the fetal head before or after application of 
the forceps; the use of local analgesia in place of general 
anesthesia; and, most important of all, accurate place- 
ment of the blades. Even more important than these 
changes were the changes in indications. The general 
condemnation of high forceps extractions is extending 
to midforceps extractions, which should never be 
attempted in home deliveries. In hospital deliveries all 
midforceps operations should be regarded as trial opera- 
tions with the clear understanding that should this ma- 
neuver fail a cesarean section will be performed without 
delay. If this is understood before the forceps are applied, 
there will be less tendency for the operator to try to force 
a vaginal delivery; he may abandon this effort, switch 
to abdominal delivery without loss of face, and thereby 
in many cases save the life of the baby and perhaps of 
the mother. The performance of a cesarean section after 
a trial application of forceps is not the hazardous proce- 
dure it was before the discovery of modern chemo- 
therapeutic agents. It is important in determining the 
indications for the use of forceps to anticipate rather than 
wait for signs of maternal exhaustion or fetal asphyxia. 
Uterine inertia is no longer a contraindication to the 
application of forceps, because postpartum hemorrhage 
can be effectively controlled with ergonovine. The fre- 
quent, almost routine use of forceps on an after-coming 
head has done much to reduce fetal mortality in breech 
deliveries. Forceps may also be legitimately used to 
extract the soft head of the premature infant and thereby 
reduce the danger of cerebral trauma. 


ORGANIZATION SECTION 


CLINICAL 
MEETING 


Above: The House of Delegates in session in 
the Jefferson Hotel, Tuesday, Dec. 1, 1953. 


Left: Howard A. Bennett (left) and Roger Flem- 
ing (right), guest panelists at the A.M.A.’s Sixth 
Medical Public Relations Conference, were wel- 
comed by Dr. Edward J. McCormick, A.M.A. 
President. Mr. Bennett is manager of economic 
education of the plant community relations 
division of the General Electric Company, and 
Mr. Fleming is secretary-treasurer of the Ameri- 
can Farm Bureau Federation. 





Bi aks 
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Auto Crash Injury Research Program. 
an exhibit on traffic safety, is discussed by, 
Sergeants F. W. Shadwell, of the Missouri 
Highway Patrol, and E. C. Paul and J. Bg. 
Klein, both of the Indiana State Police. 


Below: The A.M.A. Council on 
Medical Service. 








Left: Advance films were made Wednesday in Kiel Auditorium under the direction of 
Charles Christensen, National Broadcasting Company, by cameraman Bill Burch for the March 
of Medicine nation-wide TV program Thursday night from St. Louis. 


Below: The Judicial Council in session. 


CLINICAL 
MEETING 


Above: Dr. Joseph Greenwell, New Haven, Ky., 
who was chosen as the 1953 General Practitioner 
of the Year, with former winners of this award. 
(Standing, left to right) Drs. Andy Hall, Mt. Vernon, 
lll., William L. Pressly, Due West, S. C., and 
John M. Travis, Jacksonville, Texas. 


Above: Leis were flown by the Hawaiian Medical 
Association to the ladies attending the Woman's 
Auxiliary luncheon in the Hotel Statler. The flower- 
bedecked ladies are (left to right) Mrs. A. B. Jones, 
St. Louis Auxiliary President, Miss Beulah Schacht, 
newspaper columnist and guest speaker, and Mrs. 
Martin Glaser, chairman of the luncheon committee. 


Left: In the fracture exhibit Dr. John J. Milroy, 
Waukegan, Ill., and Dr. Morris E. Goldman, Lewis- 
ton, Maine, apply a cast to a simulated fracture of 
the radius. 


Below left: A heartwarming exhibit illustrating 
progress made by youngsters with physical therapy 
provided by the National Society for Crippled 
Children. Therapist Jo Ann Logan of the St. Louis 
Society encourages Tommy in the use of handrails. 


Below: The Scientific Exhibit in the vast arena of 
Kiel Auditorium. 
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MEDICAL NEWS 


ARKANSAS 

Cancer Bequests.—By the will of the late Birdie Sparks, Little 
Rock, the University of Arkansas Medical Center has received 
$20,000 for purchase of equipment and materials, and the St. 
Vincent Tumor Clinic, $1,700. 


Society News.—The first annual meeting of the Arkansas 
Obstetrical and Gynecological Society was held at the Hotel 
Marion in Little Rock, Oct. 31. Dr. William H. Masters, 
associate professor of obstetrics and gynecology, Washington 
University School of Medicine, St. Louis, discussed “The 
Male as an Infertile Problem” and “The Role of Habitual 
Abortion in Infertility.” 


Personal.—Dr. Arthur C. Curtis, director, division of tuber- 
culosis control, Arkansas State Health Department, has been 
assigned as an officer of the U. S. Public Health Service to 
a two year term of duty at Jimma, Ethiopia. Dr. Clifford H. 
Cole, director, division of venereal disease control, ‘will act 
also as the director of the division of tuberculosis control 
during Dr. Curtis’ absence. 


Dr. Ellis, Distinguished Citizen—Dr. Edward F. Ellis of 
Fayetteville was honored on his 90th birthday by the Wash- 
ington County Historical Society, which presented a “Distin- 
guished Citizen” citation to him. Dr. Ellis is a past president 
of the Arkansas Medical Society and a former member of 
the State Board of Medical Examiners during two guber- 
natorial administrations. He has served as chief-of-staff of the 
Fayetteville City Hospital. A charter member of the board 
of directors of the First National Bank, he was recently re- 
elected to his 50th annual term on the board. He was a 
member of the Fayetteville school board for 15 years. The 
Ellis Room in the library of the University of Arkansas 
Medical School houses a professional library of more than 
1,100 books presented by Dr. Ellis. 


CALIFORNIA 

Study of Plague Vectors.—The School of Tropical and Pre- 
ventive Medicine of the College of Medical Evangelists at 
Loma Linda has received $32,300 in grants from the Army 
Surgeon General's office to continue a study of the control of 
plague vectors under field conditions. The study began June 1, 
1951, and will end May 31, 1954. The appropriation brings 
the total of grants to $76,500. 


Research Laboratory at Los Alamos.—The Los Alamos 
Scientific Laboratory of the University of California announces 
completion of its new $1,870,000 health research laboratory. 
The new building contains laboratories, offices, shop, stock- 
room, rooms for exposing animals to radiation, and air- 
conditioned animal quarters. The industrial hygiene group and 
the biological and medical research group will be housed in 
the new building. : 


Infectious Encephalitis—According to the Department of 
Health, Education, and Welfare, U. S. Public Health Service, 
a total of 17 cases of infectious encephalitis in human beings, 
with laboratory confirmations, had been reported this year in 
California as of Oct. 24. Seven were the St. Louis type of 
infection, and the remainder were western equine. All but four 
occurred in the central valleys, with western equine type of 
infection in Sacramento Valley and the St. Louis type in the 
San Joaquin. Of 386 pools of mosquitoes examined from 
Kern and Fresno Counties, 47 showed the presence of St. 
Louis (18) and western equine (29) types of virus. 





Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


Dr. Pierce Honored.—On Nov. 2 in San Diego, Dr. George 
Warren Pierce, vice-president, board of trustees, St. Francis 
Memorial Hospital, San Francisco, was guest of honor at a 
dinner given by the American Society of Plastic and Re- 
constructive Surgery, at which he was presented with the 
“Special Honorary Citation of the Society.” Dr. Pierce is 
consulting plastic surgeon at Children’s Hospital, U. S. Public 
Health Service Hospital, Letterman Army Hospital, and the 
Southern Pacific General Hospital. He is a past president of 
the American Association of Plastic Surgeons and the Cali- 
fornia Society of Plastic Surgeons; past vice-president, Ameri- 
can Society of Plastic and Reconstructive Surgery; honorary 
member, British Association of Plastic Surgeons; member of 
the California Academy of Medicine; and an original member 
of the American Board of Plastic Surgery. 


CONNECTICUT 

Society News.—At the Nov. 24 meeting of the Connecticut 
Rheumatism Society in Waterbury, Dr. Hans Waine, medical 
director of the New England Arthritis and Rheumatism Associ- 
ation and lecturer at the Harvard Medical School, Boston, 
discussed “Management of the Rheumatoid Arthritis Patient 
in General Practice.” Dr. Stanley H. Osborn, Hartford, com- 
missioner of health of the State of Connecticut and honorary 
president of the society, pointed out the increased facilities 
made available in recent years. 


IDAHO 

Personal.—Dr. Joseph G. Wilson, Moscow, has been chosen 
president of the Idaho Institute of Christian Education, Inc., 
of which he has been a board member for several years. 


General Practitioners Scientific Session.—The first annual 
scientific session of the Idaho chapter of the American 
Academy of General Practice was held at Twin Falls, Oct. 24, 
under the presidency of Dr. Franklin C. David, Boise. Speak- 
ers included three members of the faculty of the University 
of Utah College of Medicine in Salt Lake City: Dr. Emil G. 
Holmstrom, professor of obstetrics and gynecology, discussed 
“The Acute Abdomen During Pregnancy” and “Diagnosis 
and Treatment of Leukorrhea”; Dr. William H. Moretz, associ- 
ate professor of surgery, presented “Advances in Management 
of the Acute Abdomen” and “Injuries and Infections of the 
Hand”; and Dr. Harold Brown, associate professor of medi- 
cine, “Antibiotic Therapy” and “Management of Congestive 
Failure.” Drs. J. Woodson Creed and Charles R. McWilliams, 
Twin Falls, conducted a clinical pathological conference. The 
program was arranged by Dr. Orvid R. Cutler, Preston. 


KENTUCKY 

Dr. Coleman’s Day.—Dr. Clarence T. Coleman, four-time 
mayor of Frankfort and a practicing physician for more than 
40 years, was honored at a celebration of “Doctor Coleman’s 
Day” by the people of Franklin County on his 71st birthday. 
Gov. Lawrence W. Wetherby and other state officials joined 
in paying homage to Dr. Coleman on the special day officially 
proclaimed by the Franklin Fiscal Court. An estimated 1,000 
persons participated in the festivities. 


LOUISIANA 

Society News.—The radiologists of Louisiana have reorganized 
their association and changed its name to the Radiological 
Society of Louisiana. The officers are Dr. Henry M. Duhe, 
New Orleans, president, Dr. Granville M. Riley, Shreveport, 
vice-president, and Dr. Joseph T. Brierre, New Orleans, 
secretary-treasurer. 


Portrait of Ernest Faust.—Ernest Carroll Faust, Ph.D., has 
completed a quarter century as professor of parasitology in 
the Tulane University of Louisiana School of Medicine. His 
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portrait, sponsored by associates and students, was presented 
to the school following a eulogy by Dr. Henry F. Meleney, 
research professor of medicine at Louisiana State University, 
who served with Dr. Faust on the faculty of the Peking Union 
Medical College of China. According to a release from the 
university, among other accomplishments cited were authorship 
of 281 papers and several books, including the first English 
text on human worm infections, demonstration that gentian 
violet taken by mouth eliminates liver fluke in its early stages, 
the first demonstration that diet is an important factor in 
amebiasis, and work leading to the first demonstration of the 
effect of antibiotics in amebiasis, and extensive work with the 
army to control tropical disease during World War II. Dr. 
Joseph S. D’Antoni, a member of the Tulane faculty, pre- 
sented the portrait to the school. Dr. Maxwell E. Lapham, 
dean, accepted the portrait for the school of medicine: 


MAINE 

Society News.—At its meeting in Augusta, Oct. 21, the Maine 
Academy of General Practice elected Dr. Howard H. Milliken, 
Hallowell, president, Dr. Francis A. Fagone, Portland, 
president-elect, and Dr. Clyde I. Swett, Island Falls, retiring 
president, a member of the organization’s board of directors 
for a three year term. 


MARYLAND 

Fellowship in Medicolegal Pathology.—The division of legal 
medicine, University of Maryland School of Medicine and 
College of Physicians and Surgeons, Baltimore, has established 
fellowships in medicolegal pathology, open to American 
citizens, graduates of Class A medical schools with a minimum 
of one year of formal training in pathology. A basic stipend 
of $2,500 annually is provided. Inquiries should be directed 
to Dr. Russell S. Fisher, professor of legal medicine, 700 
Fleet St., Baltimore 2. 


Exhibit on History of Medicine —Opening ceremonies for this 
exhibit, which will continue through Dec. 31, were held Nov. 
16 at the Maryland Historical Society Building, 201 W. 
Monument St., Baltimore. The principal address was by Dr. 
Thomas Parran, dean, Graduate School of Public Health, 
University of Pittsburgh, and former Surgeon General, U. S. 
Public Health Service. Among the items on display are early 
medical appliances, original manuscripts, portraits of early 
physicians, views of hospitals, and dental and pharmaceutical 
materials of an earlier day. The exhibit is open to the public. 


Dr. Gottschalk Goes to Ohio.—Dr. Louis A. Gottschalk, 
Bethesda, research psychiatrist for the Clinical Center of the 
National Institute for Mental Health, has been named associate 
professor of psychiatry in the University of Cincinnati College 
of Medicine. He will also ‘serve as attending psychiatrist at 
Cincinnati General Hospital and as supervisor in the Central 
Clinic of the Community Chest. Dr. Gottschalk was previously 
affiliated with Barnes Hospital in St. Louis, the U. S. Public 
Health Service Hospital in Ft. Worth, Texas, and Michael 
Reese Hospital in Chicago. His wife is Dr. Helen C. Reller 
Gottschalk. 


Golden Anniversary—The Montgomery County Medical 
Society, celebrating its golden anniversary, was host to physi- 
cians from all of Maryland at a meeting of the Medical and 
Chirurgical Faculty of the State of Maryland at the National 
Institutes of Health in Bethesda, Oct. 6. Dr. William S. 
Murphy, Rockville, president of the county society, and Dr. 
Maurice C. Pincoffs, Baltimore, president of the state society, 
welcomed the guests. An account of the history of the society 
was given by one of its oldest members, Dr. Jacob W. Bird, 
Sandy Spring, who was secretary of the society for 28 years. 
The general meeting concluded with an address by Dr. 
Leonard A. Scheele, Washington, D. C., Surgeon General of 
the Public Health Service, who discussed “Medical Research, 
the Physicians, and Public Health.” Following the meeting, 
seminars were presented by staff members of the National 
Institutes of Health. 
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MASSACHUSETTS 


Personal.—Dr. Shields Warren, Newton, pathologist for the 
New England Deaconess Hospital, Boston, since 1927 and 
director of the Deaconess Cancer Research Institute, has been 
elected chairman of the executive committee of the Boston 
University board of trustees. Dr. Warren has been trustee of 
the university since 1938 and a member of the executive com- 
mittee for the past 11 years. Dr. Douglas A. Ross, for- 
merly of Cambridge, Mass., has been appointed assistant 
professor, division of physiology, University of Tennessee 
Medical Units, Memphis. Dr. Henry R. Viets, Boston, 
recently gave a iecture, “William Smellie (1697-1763) and 
His Influence on Obstetrics and Medical Teaching” at the 
University of Texas Medical Branch, Galveston, and also at 
the University of Oklahoma School of Medicine, Oklahoma 
City. 


Study of Maternal Deaths—The Massachusetts Medical 
Society announces that its committee on maternal welfare, 
which will begin a new five year program in 1954, is re- 
doubling its efforts to study all maternal deaths in the state. 
Physicians are urged to inform the committee by telephone 
immediately of any maternal death. In the western part of 
the state, call Dr. Arthur F. G. Edgelow, 76 Maple St., 
Springfield (telephone, Springfield 4-5926); in the eastern 
section, Dr. John F. Jewett, 319 Longwood Ave., Boston 
(telephone BEacon 2-3911), Dr. Benjamin F. Cornwall, Salem, 
Dr. Joel M. Melick, Worcester, or Dr. Robert H. Goodwin, 
New Bedford.-The committee points out that a postmortem 
examination should be requested in every case. If a pathologist 
is not locally available, the committee will supply this service 
without charge. 








MISSISSIPPI 

Dr. Johansen Honored.—Dr. Frederick A. Johansen, former 
medical officer in charge of the U. S. Public Health Service 
Hospital at Carville, La., now retired and living at Long 
Beach, was an honor guest of the American Legion Auxiliary 
at the national convention in St. Louis, where he received a 
distinguished service plaque bearing the following inscription: 
“Dr. Frederick A. Johansen—in Appreciation of his Devoted 
Service to the Sick and Unfortunate and his Furtherance of 
a Better Understanding of Hansen’s disease and its Treatment. 
Presented at the 1953 National Convention, St. Louis, Mo., 
American Legion Auxiliary.” 


MISSOURI 

Drs. Robert A. and Carl V. Moore to Assume New Posts.— 
Dr. Robert A. Moore, dean of the Washington University 
School of Medicine, St. Louis, has been named vice-chancellor 
in charge of the schools of the health professions at the 
University of Pittsburgh, which is embarking on a multimillion 
dollar medical expansion program. He will coordinate teach- 
ing, research, and patient care in the hospitals, clinics, and 
professional schools of medicine, dentistry, pharmacy, nursing, 
and public health. His specific duties among other things 
include the development of adequate facilities, selection of 
distinguished faculties for the five professional schools, and 
the development of strong education and research programs. 
Dr. Moore will assume his responsibilities in Pittsburgh on a 
full-time basis next spring but will begin immediately to 
institute the program and to supervise further development 
of the center. 

Dr. Carl V. Moore, professor of medicine at Washington 
University School of Medicine, will succeed Dr. Robert Moore 
on March 15. Dr. Carl Moore was assistant professor of 
medicine at Ohio State University, Columbus, from 1935 to 
1938 and Research Council fellow in medicine. From 1944 
to 1949 he was editor of the Journal of Laboratory and 
Clinical Medicine. He is governor for Missouri of the Ameri- 
can College of Physicians and president of the American 
Society for Clinical Investigation for the year 1953-1954, and 
in 1946 was president of the Central Society for Clinical 
Research. He is chairman of the National Research Council 
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Committee on Blood and Related Problems, chairman of the 
hematology study section of the U. S. Public Health Service, 
and chairman of the medical advisory committee of the St. 
Louis Red Cross Blood Donor Center. 


NEVADA 

State Medical Election.—At the annual meeting in Elko the 
Nevada State Medical Association installed Dr. Dwight L. 
Hood, Reno, as president. Dr. William A. O’Brien, Reno, 
remains as secretary. 


Personal.—“Dr. Eastman Night” was recently observed by 
the Lions Club of Carlin to honor the 80th birthday of Dr. 
Claude W. Eastman, who has been the district surgeon for the 
Southern Pacific and Western Pacific Railroads in Carlin for 
the past 30 years and has also served the community during 
this time. 


NEW HAMPSHIRE 

State Medical Election.—At the annual meeting of the New 
Hampshire Medical Society, Dr. Albert E. Barcomb, Rochester, 
assumed the presidency; Dr. Raymond H. Marcotte, Nashua, 
was elected president-elect; Dr. Louis C. Theobald, Exeter, 
vice-president; Dr. Leroy S. Ford, Keene, speaker of the House 
of Delegates; and Dr. James A. Ferguson, Lancaster, vice- 
speaker of the House of Delegates. 


NEW JERSEY 

Dr. Rake Appointed Research Professor.—Dr. Geoffrey 
William Rake, New Brunswick, has been named to a newly 
created position, research professor of microbiology in medi- 
cine in the schools of medicine and of veterinary medicine, 
at the University of Pennsylvania in Philadelphia. Dr. Rake 
was director of the Squibb Medical Division for 4 years, 
and for 12 years headed the microbiology division of the 
Squibb Institute for Medical Research. He was affiliated with 
Guy’s Hospital in London before coming to the United States, 
He served as assistant and then instructor in pathology at 
Johns Hopkins Hospital, Baltimore, and later joined the staff 
of the Rockefeller Institute in New York. He received the 
gold medal in medicine of the University of London and has 
held the Beaney, Berlinger, Hilton, and Stokes prizes, and 
the Stokes Traveling Fellowship. He was one of the original 
members of the Virus and Rickettsial Study Section and the 
Syphilis Study Section of the U. S. Public Health Service. 


New Jersey Neuropsychiatric Institute—The name of the 
state Village for Epileptics at Skillman has been changed to 
the New Jersey Neuro-Psychiatric Institute. An active psychi- 
atric treatment program has been inaugurated, and, as beds 
become available, new categories will be accepted for diag- 
nosis, treatment, and rehabilitation. A treatment program for 
nonpsychotic alcoholics from the entire state will be cen- 
tralized at the institute. Neurological patients, for whom no 
adequate provision has hitherto been available, will be accepted 
for diagnostic evaluation and promptly released, their treat- 
ment to be continued on an outpatient basis. Research at the 
institute will be under the guidance of the new director, Dr. 
Nolan D. C. Lewis. Training programs have been established 
in conjunction with Jefferson Medical College of Philadelphia 
and the University of Pennsylvania School of Medicine, 
Philadelphia. Aftercare clinics will follow the released epilep- 
tics, and traveling community clinics to assist local physicians 
with epileptic treatment problems and for screening admissions 
are being developed. 


NEW YORK 


Mental Health Campaign.—To promote its campaign for bet- 
ter mental health the New York State Department of Mental 
Hygiene recently presented at the State Fair in Syracuse a 
full-sized haunted house. The exhibit dealt with fear. The 
booklet “Haunted House” is profusely illustrated and discusses 
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“ghosts” of the past, present, and future and the fears they 
give rise to. The department will supply copies of the booklet 
to organizations in New York State interested in the promo- 
tion of mental health. Single copies are available free to any- 
one. Requests should be addressed to the Department of 
Mental Hygiene, State Office Building, Albany. 


State Alcoholism Services—The Mental Health Commission 
has established grants in aid to sponsor three new alcoholism 
projects in Binghamton, New York Ciiy, and Rochester. A 
new part-time alcoholism clinic has been opened in Bing- 
hamton City Hospital. Under the sponsorship of the Home 
Term Court in New York City, a combined research service 
project has been initiated to study the incidence of alcoholism 
as a factor in marital discord. At Monroe County Penitentiary 
in Rochester, a 12 month study will be conducted by the 
sociology department of the University of Rochester under 
the auspices of the Tuberculosis and Health Association of 
Rochester and Monroe County to determine what part al- 
coholism plays in crime. 


Award for Work on Xeroradiography.—At the recent annual 
meeting of the American Roentgen Ray Society in Cincinnati, 
its top award for the year, the silver medal, was presented to 
Drs. John F. Roach, professor of radiology at the Albany 
Medical College, and Herman E. Hilleboe, commissioner, New 
York State Department of Health, for their work on xeroradi- 
ography, a joint project of the State Department of Health, 
Albany Medical College, and Albany Hospital. Xeroradiog- 
raphy is a new process whereby x-ray images may be obtained 
through the electrostatic process without the use of films, 
darkrooms, or chemicals. Drs. Hilleboe and Roach are con- 
tinuing their studies at the Albany Hospital, where they are 
conducting a clinical test of the method and comparing its 
accuracy with that of conventional x-ray films. 


Vocational Counseling for Children with Cardiac Disorders.— 
The New York Heart Association and the American Heart 
Association are sponsoring a pilot study of educational counsel- 
ing for children with heart disease or with a history of rheu- 
matic fever, to be conducted at the Vocational Advisory 
Service, 432 Fourth Ave., New York 16. Nationally, it is 
estimated that at least 500,000 children of school age have 
heart disease. The study is planned to provide vocational 
counseling over a seven year period for a group of 360 
children selected from the Manhattan area on the basis of 
medical, educational, and intellectual criteria. Information 
relative to the appraisal of these children and their vocational 
plans will be shared with the referring clinic or physician 
and other professional workers who are helping the child 
with his plans. Information may be secured from Edna M. 
Lawrence, Vocational Advisory Service, 432 Fourth Ave., 
New York 16; telephone MU 3-2121, Ext. 3. Dr. George 
Wheatley, vice-president, division of health and welfare, 
Metropolitan Life Insurance Company, is chairman of the 
project’s planning committee. 


Personal.—Dr. Richard E. Lee, assistant professor of clinical 
medicine, Cornell University Medical College, New York, has 
been appointed diagnostic consultant of the Standard Oil 
Company (New Jersey). Dr. Lee is chief, peripheral vascular 
group, National Health Institute, and physician in charge, 
hypertension clinic, New York Hospital. Dr. Mary Steichen 
Calderone, Great Neck, L. L, has been appointed medical 
director of the Planned Parenthood Federation of America. 
She has been connected with the New York City Health De- 
partment and the American Public Health Association, has 
been a school physician in Great Neck, and is on the board 
of the Mental Health Association of Nassau County. She is 
the wife of Dr. Frank A. Calderone, who was formerly with 
the World Health Organization and is now director of health 
services at the United Nations secretariat. Dr. J. Mark 
Hiebert, executive vice-president of Sterling Drug, Inc., has 
been elected to the board of trustees of Boston University. 
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New York City 


Hospital News.—A cardiovascular surgical conference is held 
on Tuesdays, 4 p. m., at Montefiore Hospital for Chronic 
Diseases under the direction of Dr. Elliott S. Hurwitt, chief, 
surgical division. The conference presents patients to the 
cardiovascular team to obtain a group decision on the ad- 
visability of cardiovascular surgery. 


Lecture on Cancer.—Dr. Francesco Ronchese, associate pro- 
fessor of clinical dermatology, Boston University School of 
Medicine, and dermatologist-in-chief, Rhode Island Hospital, 
Providence, R. I. will present “The Fluorescence of Cancer 
Under the Wodd Light” at a conference of the New York 
Institute of Clinical Oral Pathology, New York Academy of 
Medicine, Dec. 21, 8:30 p. m. 


University News.—Dr. William N. Hubbard Jr. has been pro- 
moted from assistant to associate dean of New York Univer- 
sity College of Medicine of New York University-Bellevue 
Medical Center and from instructor to assistant professor in 
medicine on the college faculty. Dr. Hubbard, who joined the 
college of medicine faculty in 1949, was John Wyckoff fellow 
in medicine at New York University from July, 1950, to 
July, 1951. 


Award in Oral Surgery.—At a dinner honoring Dr. Theodor 
Blum, Oct. 28, friends and colleagues established a fund for 
an annual Theodor Blum oral surgery award, to be given to 
a senior student of the School of Dentistry of the University 
of Pennsylvania, Dr. Blum’s alma mater. Dr. Blum has been 
affiliated with several hospitals and clinics. He was the U. S. 
delegate to the International Dental Congress in Vienna in 
1936 and was a member of the editorial board of the Archives 
of Clinical Oral Pathology from 1937 to 1940. 


Dr. Muckenfuss Goes to California—Dr. Ralph Stewart 
Muckenfuss, deputy commissioner of health for the City of 
New York since 1948, has been appointed scientific director 
of the Naval Biological Laboratory, University of California, 
whose research program is carried out by the university under 
a contract arrangement with the Navy Department. The 
laboratory is located at the naval supply depot in Oakland. 
Dr. Muckenfuss has also been director of the Public Health 
Research Institute of New York City and of the Bureau of 
Laboratories, New York City Department of Health. During 
World War II he received the Legion of Merit medal while 
serving as a colonel in the European theater. 


NORTH CAROLINA 

Narcotic Violation—Dr. David E. Plummer, Thomasville, 
pleaded guilty, Oct. 20, in U. S. District Court at Salisbury, 
to a charge of violating the federal narcotic law and was 
sentenced to serve a term of 12 months. 


University News.—Dr. F. Douglas Lawrason has been ap- 
pointed assistant dean of the University of North Carolina 
School of Medicine in Chapel Hill and assistant professor in 
the department of medicine. Dr. Lawrason was formerly 
affiliated with the Yale University School of Medicine, New 
Haven, Conn., and from 1950 to the present has been pro- 
fessional associate to the division of medical science, National 
Research Council. Dr. Frank C. Winter, formerly with 
the Wilmer Institute of Ophthalmology, Johns Hopkins Univer- 
sity, Baltimore, has been named assistant professor of surgery 
in charge of ophthalmology, and Dr. Robert G. Murray has 
been appointed instructor in ophthalmology at the University 
of North Carolina School of Medicine. 





OHIO 

Dr. Herrmann Honored.—Dr. Louis G. Herrmann, associate 
professor of surgery, University of Cincinnati College of 
Medicine, was recently made an honorary fellow of the 
Academy of Surgery of France in ceremonies in Paris. Dr. 
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Herrmann left Cincinnati in September to attend the Congress 
of the International Society of Surgery in Lisbon, Portugal, 
and the SSth French Congress of Surgery in Paris. He served 
during October as visiting professor to the surgical services 
of the University of Strasbourg and the University of Lyon, 
and was invited to address the Swiss Association of Surgery 
at its annual meeting in Lausanne, Switzerland. 


Society News.—At the scientific assembly in Toledo the North- 
western Ohio Medical Association elected Dr. Henry L. 
Abbott, Tiffin, president, Dr. Boyd W. Travis, Bluffton, vice- 
president, Dr. Henry B. Larzelere, Toledo, secretary, and Dr. 
Floyd A. McCammon, Van Wert, treasurer. At the meeting 
the award of merit was presented by the American Education 
Foundation to Dr. Edward J. McCormick, Toledo, President 
of the American Medical Association, as president of the 
Board of Trustees of the Fred Melvin Douglass Foundation, 
which was credited with having been of “large material 
assistance to the American Education Foundation” in pro- 
viding funds for the promotion of medical education. 


Hospital for the Chronically Ill—The Highland View Cuya- 
hoga County Hospital, Cleveland, was recently opened for 
the care of the chronically ill. The building, as shown in the 
illustration, has a capacity of 448 beds, most of which are 
in four-bed wards; there are eight five-bed wards and a few 
double and single rooms. The extra wide corridors with hand 
rails on each side allow for passage of a large number of 
wheel chair and crutch-walking patients. In addition to the 





Highland View Cuyahoga County Hospital, Cleveland. 


new building the institution includes several older buildings 
housing ambulatory and semi-ambulatory patients. Plans have 
been made for renovation of these buildings and for additions 
that will provide improved facilities. The hospital has an 
affiliation with Western Reserve University, whereby the school 
of medicine has teaching and research privileges. The hospital 
accepts all types of chronically ill patients requiring more 
than 30 days of hospital care with the exception of the tuber- 
culous, the alcoholic, or the mentally ill. Dr. David R. Weir 
is director of medical services. 


Personal.—Dr. Helen C. Sharp, Cincinnati, is returning to 
West Pakistan as a medical missionary for the Association of 
Reformed Presbyterian Missions in Punjab for a term of 
three years. Dr. William W. Lynd, Ironton, the fourth 
Lawrence County physician to complete 50 years’ service, 
was recently honored by the Lawrence County Medical Society 
at an appreciation dinner in the Patio, and a gold 50 year pin 
was presented to him. Dr. Ferdinand F. Fledderjohann, 
New Bremen, was honored at the October meeting of the 
Auglaize County Medical Society in commemoration of his 
completion of 50 years in the practice of medicine. He was 
presented with a 50 year plaque and certificate from the Ohio 
State Medical Society. Dr. Nicholas S. Assali, assistant 
professor of obstetrics, University of Cincinnati College of 
Medicine, has been named associate professor of obstetrics 
and gynecology at the University of California at Los Angeles 
School of Medicine, where he will also head the Reproductive 
Physiology Laboratory. Dr. Assali recently returned from 
Brazil, where he gave five lectures on physiology of pregnancy 
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at the University of Sao Paulo, Brazil, and one lecture at 
the University of Brazil at Rio de Janeiro. He also conducted 
rounds at the department of obstetrics of the Hospital of 
Clinicas and other hospitals in Sao Paulo and Rio. 


OKLAHOMA 

Lectureship Honors Dr. Cook.—Dr. W. Albert Cook, Tulsa, 
first president of the Tulsa County Medical Society, in 1907, 
has been honored by the society with the creation of the 
annual W. Albert Cook lecture, which, featuring a visiting 
distinguished guest lecturer, will be part of the Annual Foun- 
ders Day Clinic to be held each fall. Dr. Cook has served 
as president of the Oklahoma State Medical Association and 
delegate to the American Medical Association. 


SOUTH CAROLINA 

Personal.—Dr. Carl B. Epps, Sumter, who has been secre- 
tary-treasurer of the Seventh District Medical Society for 32 
years, was the recipient of a sterling silver pitcher from the 
organization at its recent annual meeting. The presentation 
was made by Dr. Charles R. F. Baker, Sumter, president of 
the South Carolina Medical Association. 


Public Health Laboratory—A new southeastern public health 
laboratory, recently opened in Walterboro, will serve the 
counties of Colleton, Berkeley, Dorchester, Beaufort, Allen- 
dale, Jasper, Hampton, Bamberg, and Barnwell. It will be 
under the local direction of Dr. Holland M. Carter, health 
officer for Colleton, Dorchester, and Allendale counties. 


Memorial Flag.—The U. S. flag, which shrouded the casket 
of Dr. John Dendley McBrearty when it was returned to his 
home for burial services during World War II, was recently 
presented to the Palmetto High School in Williamston by his 
mother, Mrs. Agnes Dendy McBrearty. She expressed the wish 
that it might inspire some student to follow the profession of 
her son and practice in the Pelzer-Williamston area. 


TENNESSEE 

Society News.—The officers of the Tennessee Radiological 
Society recently elected during the state medical association 
meeting are: president, Dr. Joseph McKinney Ivie, Nashville; 
vice-president, Dr. J. Marsh Frere, Chattanooga; and secre- 
tary-treasurer, Dr. George K. Henshall, Chattanooga. 


TEXAS 

University Activities on Radio.—Radio station KGBC of 
Galveston is featuring a weekly series of programs describing 
the teaching, research, and service activities of the University 
of Texas Medical Branch in Galveston. 


Narcotic Violation——Dr. Leroy Trice, 700 N. Sycamore St., 
Palestine, pleaded guilty on Oct. 6 in the U. S. District Court 
at Tyler to a charge of violating the federal narcotic law. On 
Oct. 16 he was sentenced to serve a term of two years. His 
sentence was suspended, and he was placed on probation for 
three years. 


Appreciation Day.—Dr. George Sidney Woods, general practi- 
tioner in Devine for 42 years, was paid tribute in a “Day of 
Appreciation” Oct. 1. The local chamber of commerce spon- 
sored a parade, a barbecue, speeches, and gifts in the high 
school stadium. Dr. Woods was made honorary mayor of 
Devine. Dr. Robert F. Gossett, chief-of-staff of the Baptist 
Memorial Hospital, San Antonio, made the principal address, 
and Dr. Leo E. Peters, Devine, welcomed visiting physicians. 


UTAH 

Postgraduate Television Clinics.—In cooperation with KDYL- 
TV, Salt Lake City, the division of graduate and postgraduate 
medical education, University of Utah College of Medicine, 
supported in part by a grant from the W. K. Kellogg Foun- 
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dation, has televised an early morning series of postgraduate 
clinics weekly from the amphitheater of the Salt Lake Gen- 
eral Hospital. Though the broadcast is on an open circuit, the 
clinics are on a postgraduate level, and announcement of the 
time of broadcast is made only to physicians. Audience par- 
ticipation in the program is encouraged, and unlisted telephone 
service directly to the broadcast amphitheater is provided, so 
that physicians may ask questions during the program. Only 
the physicians in the Salt Lake area are given the phone 
number for this type of participation. This series of clinics 
represents the initial use of open circuit television for post- 
graduate medical education and is considered an experiment 
in medical education. Evaluation of the clinics will be pub- 
lished after completion of the present series. 


VERMONT 

Parents of Blind Children Form Organization.—The Vermont 
Association for the Blind and the Division for the Blind of 
the State Department of Social Welfare have endorsed a newly 
created organization of parents of blind children to help other 
parents make the adjustment necessary when the child is 
visually handicapped at birth. Physicians having knowledge 
of the latter families are requested to refer them to Mr. and 
Mrs. Samuel Stowell, Rutland, Mr. and Mrs. Robert Russell, 
Underhill Center, or Mr. and Mrs. Marcel Blouini, Mont- 
pelier. 


WASHINGTON 

University News.—Dr. James W. Haviland, assistant dean of 
the University of Washington Medical Department, Seattle, 
on a part-time basis, has been appointed acting dean until a 
successor is appointed for Dr. Edward L. Turner, who re- 
signed to become secretary of the A. M. A. Council on 
Medical Education and Hospitals. 


Scholarship Fund.—The University of Washington, Seattle, 
has been notified that a half million dollar legacy was be- 
queathed it by the late Dr. Everett O. Jones. Under the terms 
of the trust fund, the annual net income from Dr. Jones’ 
estate ultimately will go to the university to establish and 
maintain the “Dr. Everett O. Jones Scholarship Fund” in the 
School of Medicine. Grants and loans to deserving students 
will be made available from that fund. 


Dr. Powers Goes to Lebanon.—Dr. Leland E. Powers, head, 
department of public health and preventive medicine, Univer- 
sity of Washington School of Medicine, Seattle, has resigned 
to join the faculty of the American University in Beirut, 
Lebanon. Dr. Powers has been county-city health officer for 
Port Angeles and Clallam County, Tacoma city health officer, 
Washington state director of health, and from 1944 to 1946 
was chief medical officer in China for the United Nations 
Relief and Rehabilitation Administration. 


WEST VIRGINIA 

Society News.—Dr. Walter C. Swann, Huntington, was in- 
stalled as president of the West Virginia Heart Association at 
the annual meeting in Charleston; Dr. Francis J. Gaydosh, 
Wheeling, was named president-elect; Dr. Richard N. O'Dell, 
Charleston, vice-president; Dr. William E. Bray Jr., Hunting- 
ton, secretary; and Mr. Ronald E. Plott, Charleston, treasurer. 


GENERAL 

Traveling Atomic Energy Shows.—The American Museum of 
Atomic Energy has made available mobile exhibits, which are 
carried by truck trailer from one city to another. One of the 
larger traveling shows toured Maryland in November and is 
scheduled for a December tour in Massachusetts. The exhibits 
are being offered for use at conventions and other gatherings. 
Information may be obtained from the American Museum 
of Atomic Energy, Post Office Box 117, Oak Ridge, Tenn. 
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Public Health Awards.—At the annual banquet of the Confer- 
ence of State and Provincial Public Health Laboratory Direc- 
tors, Nov. 9, in New York, the Kimble Glass methodology 
research award for outstanding contribution to the field of 
public health was presented to Dr. Robert A. Nelson Jr., of 
the department of microbiology, Johns Hopkins University 
School of Hygiene and Public Health, Baltimore, and Manfred 
M. Mayer, Ph.D., associate professor of microbiology. The 
award, which includes $500 and an engraved silver plaque, 
was given in recognition of the Nelson-Mayer method for the 
diagnosis of syphilis, which has been tested in this country 
and abroad through the International Cooperating Laboratories 
of the World Health Organization program. 


Foundation Award.—The American Association of Obstetri- 
cians, Gynecologists and Abdominal Surgeons offers the annual 
Foundation Prize of $200 to (a) interns, residents, or graduate 
students in obstetrics, gynecology, or abdominal surgery, and 
(b) persons with the degree of doctor of medicine or a scientific 
degree approved by the prize award committee, who are 
actively practicing, teaching, or are engaged in research in 
obstetrics or gynecology. Manuscripts must be presented 
under a pseudonym, together with a sealed envelope bearing 
the pseudonym and containing a card showing the name and 
address of the contestant. Three copies of the double-spaced 
typewritten manuscript (no more than 5,000 words) must be 
in the hands of the president of the foundation before April 1. 
Information may be obtained by writing to the president, Dr. 
Jean Paul Pratt, 2799 W. Grand Bivd., Detroit. 


Society News.—Thé American Board of Anesthesiology at its 
meeting in St. Paul, Sept. 30, elected Dr. Milton C. Peterson, 
Kansas City, Mo., and reelected Drs. Meyer Saklad, Provi- 
dence, R. I., and Curtiss B. Hickcox, Hartford, Conn., as 
directors, all for six year terms. At its meeting in Seattle 
on Nov. 13, the Pacific Northwest Trudeau Society clected 
Dr. James M. Odell, The Dalles, Ore., president, Dr. William 
S. Barclay, Sardis, British Columbia, president-elect, and Dr. 
Thomas F. Sheehy Jr., Seattle, secretary-treasurer——At the 
annual convention of the Association of Military Surgeons 
of the United States in Washington, D. C., Dr. Leonard A. 
Scheele, Surgeon General of the U. S. Public Health Service, 
Department of Health, Education, and Welfare, was installed 
as president, and Major Gen. Joseph I. Martin (MC), U. S. 
Army, was advanced to the position of first vice-president 
which Dr. Scheele vacated.——At the annual meeting in 
Philadelphia on Oct. 15, the American Board of Dermatology 
and Syphilology elected the following officers: Dr. Nelson P. 
Anderson, Los Angeles, president; Dr. George M. Lewis, New 
York, vice-president; and Dr. Anthony C. Cipollaro, New 
York, secretary-treasurer. All correspondence should be ad- 
dressed to the executive secretary, Miss Janet Newkirk, 66 
E. 66th St., New York 21. The American Association for 
the Advancement of Science will hold a symposium on com- 
munication aids for the blind at 9:30 a. m. Dec. 28 in Room 
E, Mechanics Building, Huntington Ave., Boston, in con- 
junction with the 120th meeting of the asscciation. Among 
the topics to be discussed are (1) communication by braille and 
recordings, (2) communication aspects of visual prosthesis 
with application to stepdown detection, and (3) recent develop- 
ment of travel aids for the blind. 








Pan American Sanitary Organization.—At the recent meeting 
in Washington, D. C., the directing council of the Pan 
American Sanitary Organization authorized a budget of 
$2,100,000 for the year 1954, for continuation of the health 
programs to be carried out with the guidance of the bureau. 
The council also approved the preliminary draft of a program 
and $2,150,000 budget for 1955, submitted by Dr. Fred L. 
Soper, director of the bureau. The council adopted the follow- 
ing guiding principles for continuous, long-range planning to 
serve the more basic public health needs of the member 
countries: the bureau is to base such planning on a continuous 
survey and evaluation of the needs and resources of the 
member states, in order better to assist them in strengthening 
their fundamental health services. Increasing emphasis is to 
be placed on the training of health personnel, and the bureau 
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is to give its technical orientation in the planning and operation 
of individual and regional programs for the eradication of 
such communicable diseases as urban yellow fever, malaria, 
smallpox, syphilis, and yaws. 

The bureau informed the directing council that the incidence 
of smallpox constitutes a serious problem in the Western 
Hemisphere. From 1948 to 1952, 85,900 cases with 14,200 
deaths from smallpox were reported to the bureau by the 
health administrations of 17 countries. The bureau stressed, 
however, that the system of reporting is incomplete and does 
not reflect the full scope of the problem. Other problems dis- 
cussed included (1) the difficulty of obtaining the services of 
highly competent technical personnel, (2) the growing mul- 
tiplicity of agencies that approach the various governments in 
regard to public health programs, and (3) difficulties encoun- 
tered by a number of member countries in obtaining sufficient 
quantities of residual insecticides and on equitable terms. 


Visiting Scientists—Gustavy Asboe-Hansen of the Laboratory 
for Connective Tissue Research, University of Copenhagen, 
will be in the United States from Feb. 15 to March 30, 1954, 
to attend the Sth Conference on Connective Tissues, Feb. 17- 
19 at Princeton, N. J. His program is being arranged by the 
Josiah Macy Jr. Foundation, New York. His possible lecture 
topics include “Hormonal Effects on Connective Tissues” and 
“The Mast Cell: Morphology and Physiology.” Prof. Hans 
A. Krebs, M.D., F.R.S., professor of biochemistry, University 
of Sheffield, and director of the Medical Research Council 
unit for research on cel] metabolism, will deliver lectures from 
the end of February to April, 1954, at Johns Hopkins Univer- 
sity, Baltimore, the University of Chicago, and the University 
of Wisconsin, Madison. Kurt A. G. Mendelssohn, F.R.S., 
university demonstrator, Clarendon Laboratory, Oxford, Eng- 
land, is attending the International Conference on Low Tem- 
peratures, Houston, Texas, Dec. 17-22, and will be at Stanford 
University, Jan. 7, and Berkeley, Calif., Jan. 8. ma < B. 
McKerrow, member of the scientific staff of the Medical Re- 
search Council, the National Institute for Medical Research, 
London, England, will be in the United States until August, 
1954. He is presently working with Dr. Arthur B. Otis at Johns 
Hopkins University School of Medicine, Baltimore, and plans 
to make various visits on behalf of the Medical Research 
Council. Information may be had from the U. K. Scientific 
Mission, 1800 K St., N.W., Washington, D. C., concerning 
his itinerary, which includes Montreal, Canada; Baltimore; Bos- 
ton; Rochester, N. Y.; Rochester, Minn.; Philadelphia; New 
York; Saranac Lake, N. Y.; Pittsburgh; and Washington, D. C. 
Dr. J. G. Millichap (% Dr. Randolph K. Byers, Depart- 
ment of Neurology, Children’s Medical Center, Boston) and 
Dr. Sloane-Stanley (% Dr. Jordi Folch-Pi, McLean Hosptal, 
Waverley, Mass.), both of the Medical Research Council in 
London, England, and both holders of the Eli Lilly Traveling 
Fellowship, will be in the United States until October, 1954. 














Educational Television Stations.—In its first annual report, 
the National Citizens Committee for Educational Television 
states that two noncommercial stations are already telecasting 
(KUHT, Houston, Texas, and KUSC, Los Angeles), that 27 
other noncommercial television stations are expected to be on 
the air by the end of 1954, that in 25 other communities 
plans are so well finished that operating stations should be- 
come realities in the near future, and that 86 other communi- 
ties have well-finished plans for noncommercial television 
stations but no target date has been set for operations. The 
National Citizens Committee for Educational Television and 
the joint committee on educational television are financed by 
the Ford Foundation’s Fund for Adult Education. The former 
committee was established to work with civic and citizen 
groups desiring to build educational television stations on the 
245 channels that the Federal Communications Commission 
has reserved for noncommercial telecasting. The former com- 
mittee has published a pamphlet, entitled “Tales of Seven 
Cities” (Cincinnati, St. Louis, San Francisco, Seattle, Pitts- 
burgh, Wilmette, Ill., and Philadelphia), which shows the 
variety and similarity of problems in organizing civic and 
citizen support to build an educational television station. In 
the Wilmette story it is said that a group of parents was 
organized to watch every children’s television program for one 
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week starting on Christmas Day. During the seven day period 
these startled parents saw “77 murders, 53 shootings, 30 gun- 
fights, 7 kidnappings, 59 fist fights, 2 knifings, 22 sluggings, 
3 whiplashings, 2 poisonings, 2 bombings, 3 murders by 
poison darts, a man hit over the head with a shovel and 
another killed by a train, an attempted lynching, a man 
clawed by a tiger, a suicide, a girl locked in a vault, a boy 
beaten by his uncle, a man thrown over a cliff, 3 men locked 
in a safe, and a man blown up in an ammunition dump. This 
grisly catalogue of plain and fancy crime included only 
violence wreaked on individuals without counting mass deaths 
such as the burning of a native village, a falling dirigible, 
and a ship fire.” In Wilmette it was decided that the time had 
come to act. Civic leaders, educators, clergymen, PTA mem- 
bers, and others were solicited to join a Citizens Committee 
for Educational Television. At a meeting held to further this 
cause, it was agreed to conduct a campaign to raise funds, 
and, before the drive was underway, almost everybody in 
Wilmette was helping, and 80% of the families solicited con- 
tributed funds. The sponsoring group later became the Chicago 
Educational Television Association. Copies of the pamphlet 
can be obtained from the National Citizens Committee for 
Educational Television, Ring Building, Washington 6, D. C. 


PHILIPPINE ISLANDS 


Heart Association Sponsors Lecture and Award.—The re- 
cently formed Philippine Heart Association, an affiliate of the 
Philippine Medical Association and the International Cardio- 
logical Society, sponsors annually the Ricardo D. Molina lec- 
ture and the William Burke award. The award includes a gold 
medal, a one-year free associate membership, and a special 
additional gift. The Molina lectureship was inaugurated at the 
first annual heart day, Feb. 14, by a former classmate of the 
late Dr. Molina, Dr. Antonio G. Sison, emeritus professor 
of medicine, University of the Philippines College of Medi- 
cine, who discussed “Elements Affecting the Prognosis of 
Heart Diseases.” The first Burke awards were won by interns 
R. Varias and Dedicacion Agatep-Reyes of the University of 
the Philippines and the University of Santo Tomas colleges 
of medicine, respectively. 


FOREIGN 

Medical Meeting in France——The Medical Days of France 
and the French Union will be held in Paris April 21-25, 1954, 
under the chairmanship of Prof. C. Lian, member of the 
National Academy of Medicine, 19, rue de Bourgogne, Paris 
7. The program will include discussions on (1) prolongation 
and bettering of life by prophylaxis of atherosclerosis, (2) 
diseases of nutrition, endocrine glands, and digestive tract, 
(3) fight against infectious diseases and foreign diseases, (4) 
fight against professional and social diseases, (5) surgery and 
betterment of life, and (6) sports and rehabilitation in better- 
ment of life. The program of festivities includes an evening 
of medical films, excursions in the vicinity of Paris, and visits 
to important points in the city. 


CORRECTIONS 

Instrument for Endotracheal Anesthesia During Oropharyn- 
geal Surgery.—lIn the article by this title in THE JouRNAL, Nov. 
14, 1953, page 1017, succinylcholine chloride is enumerated 
among drugs used for anesthesia. This was a typographic 
error, and it should not be inferred that succinylcholine 
chloride is an anesthesia agent, per se, but simply an adjunct 
to anesthesia. 


Clinical Application of Current Tests of Renal Function.—In 
the article by this title in THE JouRNAL, Dec. 5, 1953, the last 
paragraph in the article, on page 1249, should read as follows: 
“In view of the multiplicity of renal functions and the fact 
that in renal disease these may vary independently of each 
other, it is evident that no single test is adequate for complete 
assessment of the over-all functional capacity of the kidneys.” 


Méniére’s Disease.—In the answer to the query by this title 
in THE JouRNAL, Nov. 21, 1953, page 1142, the first two words 
should have read “Dimenhydrinate (Dramamine).” 
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MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 


1954 Annual Meeting, San Francisco, June 21-25. 

1954 Ciinical Meeting, Miami, Florida, Nov. 30-Dec. 3. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting. Boston, Nov. 29-Dec. 2. 


ANNUAL CONGRESS ON MEDICAL EDUCATION AND LICENSURE, Palmer House, 
Chicago, Feb. 7-9. Dr. Edward L. Turner, 535 N. Dearborn St., Chicago 
10, Secretary. 


AMERICAN ACADEMY OF ALLERGY, Shamrock Hotel, Houston, Texas, Feb. 
1-3. Dr. Alan G, Cazort, 1425 West 7th St., Little Rock, Ark., Secretary. 
AMERICAN ACADEMY OF OBSTETRICS AND GYNECOLOGY, Netherland Plaza 
Hotel, Cincinnati, Dec. 14-16. Dr. C. Paul Hodgkinson, 116 South 

Michigan Blvd., Chicago 3, Secretary. 

AMERICAN ACADEMY OF OCCUPATIONAL MEDICINE, John Marshall Hotel, 
Richmond, Va., Feb. 11-12. Dr. Leonard J. Goldwater, 600 W. 168th 
St., New York 32, Secretary. : 

AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, Palmer House, Chicago, 
Jan. 23-28. Dr. John R. Norcross, 122 S. Michigan Blvd., Chicago 3, 
Secretary. 

AMERICAN COLLEGE OF RADIOLOWY, Drake Hotel, Chicago, Feb. 5. Mr. 
William C. Stronach, 20 N. Wacker Drive, Chicago 6, Executive Secre- 
tary. 

AMERICAN FEDERATION FOR CLINICAL RESEARCH: 

EASTERN SECTION, Amphitheater, Children’s Medical Center, Boston, 
Jan. 4. Dr. Walter Judson, Evans Memorial Hospital, Boston, Chair- 
man. 

SOUTHERN SECTION, Jung Hotel, New Orleans, Jan. 29. Dr. William 
Parson, University of Virginia School of Medicine, Charlottesville, 
Va., Chairman. 

WESTERN SEcTION, Auditorium, University of Oregon Medical School, 
Portland, Ore., Jan. 28. Dr. I. S. Edelman, University of California 
Medical Center, San Francisco Hospital, San Francisco 15, Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL SOCIETY: 
EASTERN SECTION, Waldorf-Astoria, New York, Jan. 8. Dr. Daniel S. 

Cunning, 118 E. 53d St., New York 22, Chairman. 

MIpDLe Section, Park Plaza Hotel, St. Louis, Jan. 18. Dr. French K. 
Hansel, 634 N. Grand Blvd., St. Louis, Chairman. 

SOUTHERN SECTION, Brown Hotel, Louisville, Ky., Jan. 16. Dr. William 
C. Wolfe, 1012 Heyburn Bldg., Louisville 2, Ky., Chairman. 

WESTERN SECTION, University of Oregon Medical School, Portland, Ore., 
Feb. 6. Dr. Guy L. Boyden, 1735 N Wheeler Ave., Portland 12, Ore., 
Chairman. 

AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, Hotel New Yorker, New York, 
Feb. 11-13. Dr. Marion F, Langer, Room, 303 Lexington Ave., New 
York 16, Secretary. 

AMERICAN PROTESTANT HOSPITAL ASSOCIATION, Palmer House, Chicago, 
Feb. 10-12. Mr. Albert G. Hahn, Protestant Deaconess Hospital, Evans- 
ville, Ind., Executive Secretary. 

AMERICAN SOCIETY FOR SURGERY OF THE HAND, Palmer House, Chicago, 
Jan. 22. Dr. George V. Webster, 960 East Green St., Pasadena 1, 
Calif., Secretary. 

NORTHWEST SOCIETY FOR CLINICAL RESEARCH, Portland, Ore., Jan. 28. Dr. 
Arthur L. Rogers, 1216 S.W. Yamhill St., Portland, Ore., Secretary. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

EASTERN PENNSYLVANIA, Philadelphia, Jan. 15. Dr. Thomas M. McMillan, 
330 S. Ninth St., Phiiadelphia 7, Governor. 

SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: Charlotte, N. C., 
Hotel Charlotte, Feb. 1-3. Dr. Thomas D. Sparrow, 403 North Tryon St., 
Charlotte 2, N. C., Chairman. 

Society OF UNIVERSITY SURGEONS, Sheraton Hotel, Rochester, N. Y., Feb. 
11-13. Dr. C. Rollins Hanlon, 1325 South Grand Blvd., St. Louis, 
Secretary. 

WESTERN SOCIETY FOR CLINICAL RESEARCH, Portland, Ore., Jan. 29-30. Dr. 
Herbert N. Hultgren, Stanford Hospital, San Francisco 15, Secretary. 


FOREIGN 

ASSOCIATION OF SURGEONS OF GREAT BRITAIN AND IRELAND, Leeds, England, 
May 13-15, 1954. Dr. Henry W. S. Wright, 45 Lincoln’s Inn Fields, 
London W.C.2, England, Honorary Secretary. 

British Mepicat Association, Glasgow, Scotland, July 1-9, 1954. Dr. 
A. Macrae, B.M.A. House, Tavistock Square, London, W.C.1, England, 
Secretary. 

CANADIAN MEDICAL ASSOCIATION, Vancouver, B. C., Canada, June 14-18, 
1954. Dr. T. C. Routley, 135 St. Clair Ave. W., Toronto 5, Ont., Canada, 
General Secretary. 

CONFERENCE OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, Madrid, 
Spain, Sept. 26-Oct. 2, 1954. Secretariat, Escuela de Tisiologia, Ciudad 
Universitaria, Madrid, Spain. 

CONGRESS OF INTERNATIONAL ANESTHESIA RESEARCH SOCIETY, Los Angeles, 
Calif., U. S. A., Oct. 4-7, 1954. For information write: Dr. T. H. 
Seldon, 102-110 Second Avenue S. W., Rochester, Minn., U. S. A. 
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CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE PREVENTION OF BLIND- 
Ness, New York, N. Y., U. S. A., Sept. 12-17, 1954. Professor 
Franceschetti, 2 Avenue Mirmot, Geneva, Switzerland, Secretary- 
General. 

CONGRESS OF INTERNATIONAL Socrety OF SurGery, Paris, France, May 
21-22, 1954. Dr. L. Dejardin, 141, rue Belliard, Brussels, Belgium. 
General Secretary. 

HEALTH CONGRESS OF THE ROYAL SANITARY INSTITUTE, Scarborough, Eng- 
land, April 27-30. Mr. P. Arthur Wells, Royal Sanitary Institute, 90 
Buckingham Palace Road, London, S.W.1, England, Secretary. 

INTERNATIONAL CANCER CONGRESS, Sao Paulo, Brazil, July 23-29, 1954. 
Prof. A. Prudente, 171 rua Benjamin Constante, Sao Paulo, Brazil, 
President. 

INTERNATIONAL CONFERENCE ON THROMBOSIS AND EMBOLISM, Basle, Switzer- 
land, July 15-19, 1954. Dr. W. Merz, Chief Medical Officer, Gynecologi- 
cal Clinic, University of Basle, Basle, Switzerland, Hon. Secretary. 

INTERNATIONAL CONGRESS ON CHILD PsycuHiaTry, University of Toronto, 
Toronto, Ontario, Canada, Aug. 13-14, 1954. Miss Helen Speyer, Inter- 
national Association for Child Psychiatry, 1790 Broadway, New York 
19, New York, U. S. A., Executive Officer. 

INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Dr. Robert A. Moore, Washington Uni- 
versity School of Medicine, St. Louis 10, Missouri, U. S. A., Chairman, 
Committee on Arrangements. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Barcelona, Spain, 
Oct. 4-8, 1954. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 11, 
Illinois, Executive Secretary. 

INTERNATIONAL CONGRESS ON GROUP PSYCHOTHERAPY, Toronto, Ont., 
Canada, Aug. 12-14, 1954. Dr. J. L. Moreno, Room 327, 101 Park Ave., 
New York 17, N. Y., U. S. A., Director of Organizing Committee. 

INTERNATIONAL CONGRESS OF HEMATOLOGY, Paris, Sept. 6-11, 1954. Dr. 
Jean Bernard, 86 rue d’Assas, Paris 6°, France, Secretary. 

INTERNATIONAL CONGRESS OF THE HisTORY OF MEDICINE, Rome and 
Salerno, Italy, Sept. 13-20, 1954. For information write: Segreteria XIV 
Congresso Internazionale di Storia della Medicina, Instituto di Storia 
della Medicine, Citta Universitaria, Rome, Italy. 

INTERNATIONAL CONGRESS OF JHYDROCLIMATISM AND THALASSOTHERAPY, 
Dubrovnik, Yugoslavia, May 8-16, 1954. Prof. C. Plavsic, Zeleni venac 
1, Belgrade, Yugoslavia, Secretary General. 

INTERNATIONAL CONGRESS OF INDUSTRIAL MEDICINE, Naples, Italy, Sept. 
13-19, 1954. Professor Scipione Caccuri, Director, Institute of Indus- 
trial Medicine Policlinico, Naples, Italy, Chairman, Organizing Com- 
mittee. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Stockholm, Sweden, Sept. 
15-18, 1954. Professor Anders Kristenson, Karolinska Sjukhuset, Stock- 
holm 60, Sweden, Secretary-General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Sio 
Paulo, Brazil, April 26-May 2, 1954. Dr. Max Thorek, 1516 Lake Shore 
Drive, Chicago. Illinois, U. S. A., Secretary-General. 

INTERNATIONAL CONGRESS ON MENTAL HEALTH, University of Toronto, 
Toronto, Ontario, Canada, Aug. 14-21, 1954. For information write: 
Executive Officer, International Congress on Mental Health, 111 St. 
George St., Toronto, Ontario, Canada. 

INTERNATIONAL CONGRESS OF NUTRITION, Amsterdam, Netherlands, Sept. 
14-18, 1954. For information write: Dr. M. van Eekelen, Centraal 
Instituut voor Voedingsonderzoek T.N.O., 61 Catharynesingel, Utrecht, 
Netherlands. 

INTERNATIONAL CONGRESS ON OBSTETRICS AND GYNECOLOGY, Geneva, Switz- 
erland, July 26-31, 1954. Dr. H. de Watteville, Maternité Hépital 
Cantonal, Geneva, Switzerland, President. 

INTERNATIONAL CONGRESS OF OPHTHALMOLOGY, University of Montreal and 
McGill University, Montreal, Canada, Sept. 10-11, 1954, and Waldorf- 
Astoria, New York, N. Y., U. S. A., Sept. 12-17, 1954. Dr. William L. 
Benedict, 100 First Avenue Building, Rochester, Minnesota, U. S. A., 
Secretary-General. 

INTERNATIONAL CONGRESS OF ORTHOPEDIC SURGERY AND TRAUMATOLOGY, 
Berne, Switzerland, Aug. 30-Sept. 3, 1954. For information write: 
Professor M. Dubois, Isle-Hospital, Berne, Switzerland. 

INTERNATIONAL CONGRESS OF PsyCHOLOGy, Montreal, Canada, June 7-12, 
1954. For information write: Prof. H. S. Langfeld, International Union 
of Scientific Psychology, Eno Hall, Princeton University, Princeton, 
N. 3., UF. A. 

INTERNATIONAL CONGRESS FOR PSYCHOTHERAPY, Zurich, Switzerland, July 
21-24, 1954. Dr. H. K. Fierz, Theaterstrasse 12, Zurich 1, Switzerland, 
Secretary General. 

INTERNATIONAL GERONTOLOGICAL CONGRESS, London and Oxford, England, 
July 12-22, 1954. Prof. R. E. Tunbridge, General Infirmary, Department 
of Medicine, The University, Leeds, England, President. 

INTERNATIONAL POLIOMYELITIS CONGRESS, Rome, Italy, Sept. 6-10, 1954. 
Mr. Stanley E. Henwood, 120 Broadway, New York 5, N. Y., U. S. A,, 
Executive Secretary. 

INTERNATIONAL SOCIETY OF BLOOD TRANSFUSION, Paris, France, Sept. 12-19, 
1954. For information write: Colonel Julliard, Societe Internationale de 
Transfusion Sanguine, 53 Boulevard Diderot, Paris 12°, France. 

INTERNATIONAL SOCIETY FOR CELL BroLoGy, Leiden, Netherlands, Sept. 2-9, 
1954, Professor Peter J. Gaillard, University of Leiden, Leiden, Nether- 
lands, Secretary. 

INTERNATIONAL SOCIETY OF GEOGRAPHICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954, Professor Fred C. Roulet, Hebelstrasse 24, 
Basle, Switzerland, Secretary-General. 

JOURNEES MEDICALES, Paris, France, April 21-25, 1954. For information 
write: Secretariat of the Journees, 12, rue Pierre-Geofroix, Colombes 
(Seine) France. 
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LATIN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY, Caracas, Venezuela, 
Feb. 21-25, 1954. Dr. Victorino Marquez Reveron, Centro, Medico, 
Caracas, Venezuela, Secretary-General. 

LATIN AMERICAN CONGRESS OF PHYSICAL MEDICINE, Medellin, Columbia, 
South America, Feb. 15-20, 1954. Dr. Cassius Lopez de Victoria, 176 
East 71st St., New York 21, N. Y., U. S. A., Executive Director. 

PAN AMERICAN CONGRESS OF OPHTHALMOLOGY (Intermin), SAo Paulo, Brazil, 
June 17-21, 1954. Dr. Moacyr E. Alvaro, Sao Paulo, Brazil, President. 

PAN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY AND BRONCHOESOPHA- 
GOLOGY, Mexico, D.F., Mexico, Feb. 28-March 4, 1954. Dr. Pedro 
Hernandez Gonzalo, 8 No. 358, Vedado, Havana, Cuba, General 
Secretary. 

PAN AMERICAN MEDICAL ASSOCIATION, International Medical Cruise Con- 
gress, S. S. Nieuw Amsterdam, Jan. 6-22, 1954. Dr. Joseph J. Eller, 
745 Fifth Avenue, New York 22, N. Y., U. S. A., Executive Director. 

Pan-PaciFic SurGicaL ConGress, Honolulu, Hawaii, Oct. 7-18, 1954. Dr. 
F. J. Pinkerton, Suite 7, Young Bidg., Honolulu 13, Hawaii, Director 
General. 

ROYAL SANITARY INSTITUTE HEALTH CoNnGRESS, Scarborough, England, April 
27-30, 1954. Mr. P. Arthur Wells, Royal Sanitary Institute, 90 Buck- 
ingham Palace Road, London S. W. 7, England, Secretary. 

SECTIONAL MEETING, AMERICAN COLLEGE OF SuRGEONS, London, England, 
May 17-19, 1954. Dr. Michael L. Mason, 40 East Erie St., Chicago 11, 
Ill., U. S. A., Secretary. 

SOUTH AMERICAN CONGRESS OP ANGIOLOGY, Sao Paulo, Brazil, July 1954. 
For information write: Dr. Rubens Carlos Mayall, Rua Senador Ver- 
gueiro 73, Rio de Janeiro, Brazil, S. A. 

WorLD CONGRESS OF CARDIOLOGY, Washington, D. C., and Bethesda, Md., 
U. S. A., Sept. 12-17, 1954. Dr. L. W. Gorham, 44 Easi 23d St., New 
York 10, N. Y., U. S. A., Secretary-General. 

Wor_D CONGRESS OF INTERNATIONAL SOCIETY FOR THE WELFATE OF 
CRIPPLES, Scheveningen-The Hague, Netherlands, Sept. 13-17, 1954. 
Secretariat: Miss H. P. Post, Pieter Lastmarkade 37, Amsterdam Z, 
Netherlands. 

WorRLD FEDERATION OF OCCUPATIONAL THERAPISTS, Edinburgh, Scotland, 
August 17, 1954. 

Wor_D MEDICAL AssociaTiION, Rome, Italy, Sept. 26-Oct. 2, 1954. Dr. 
Louis H. Bauer, 345 East 46th St., New York 17, N. Y., U. S. A. 
Secretary-General., 





EXAMINATIONS 
AND LICENSURE 








EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BOARD OF ANESTHESIOLOGY: Written. Various Centers, July 16. 
Sec., Dr. Curtiss B. Hickox, 80 Seymour St., Hartford 15. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. Chicago, May or 
June. Final date for filing application is Jan. 15. Sec., Dr. Leonard T. 
Furlow, 600 S. Kingshighway, St. Louis 10. 

AMERICAN BOARD OF NEUROLOGY AND PSYCHIATRY: Psychiatry and Neurol- 
ogy. Dec. 14-15. Applications no longer being accepted. Chicago, April 
29-30. Final date for filing application is Feb. 1. Sec., Dr. David A, 
Boyd, Jr., 102-110 Second Ave., S.W., Rochester, Minn. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Written examination 
(Part I) and review of case histories for all candidates will be held in 
various cities of the United States, Canada, and military centers outside 
the continental United States on Feb. 5. Case abstracts are to be sent 
by the candidate to’ the Secretary as soon as possible. Application for 
reexamination in Part II must be made prior to Feb. 1 of any year. 
Sec., Dr. Robert L. Faulkner, 2105 Adelbert Road, Cleveland 6. 

AMERICAN BOARD OF OPHTHALMOLOGY: Written. Various Centers, January 
25-26, 1954. Final date for filing applications was July 1. Practical. 
San Francisco, June 25-29; New Orleans, Feb. 5-11, 1955. Final date for 
filing application for 1955 written examination is July 1. Sec., Dr. 
Edwin B. Dunphy, 56 Ivie Road, Cape Cottage, Maine. 

AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Part II. Chicago, Jan. 20-22. 
Final date for filing application was August 15. Final date for filing 
application for Part I is Nov. 30. Sec., Dr. Harold A. Sofield, 122 S, 
Michigan Ave., Chicago 3. 

AMERICAN BOARD OF OTOLARYNGOLOGY: Oral. Boston, May 17-21. Sec., Dr. 
Dean M. Lierle, University Hospital, lowa City. 

AMERICAN BoarD OF PepiaTRics: Written. Selected Places, Jan. 15. This 
is the only written examination which will be given during 1954. Oral. 
Washington, D. C., Feb. 19-21; Des Moines, March 19-21; New York 
City, May 1-3; San Francisco, June 25-27; Chicago, Oct. 8-10 and New 
Haven, December. 

AMERICAN, BOARD OF PsyYCHIATRY AND NEUROLOGY: Chicago, May 10-11. 
Sec., Dr. David A. Boyd, Jr., 102-110 Second Ave., S.W., Rochester, 
Minn. 

AMERICAN BOARD OF RADIOLOGY: Oral. Spring 1954. Final date for filing 
application was Dec. 1. Sec., Dr. B. R. Kirklin, 102-110 Second Ave. 
S.W., Rochester, Minn. 

AMERICAN BoarD OF UROLOGY: Oral-clinical and pathology. Chicago, Feb. 
17-20. Sec., Dr. Harry Culver, 30 Westwood Road, Minneapolis 16. 

Boarp OF THORACIC SURGERY: Written. Various centers throughout the 
country. Feb. 26, Final date for filing application is Jan. 1. Sec., Dr. 
Wm. M. Tuttle, 1151 Taylor Street, Detroit, Mich. 
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DEATHS 


Rucker, Marvin Pierce ® Richmond, Va.; born in Fairfax 
County, Va., Jan. 6, 1881; Johns Hopkins University School 
of Medicine, Baltimore, 1903; chairman, Section on Obstetrics, 
Gynecology, and Abdominal Surgery, American Medical 
Association, 1936-1937; past president of the Richmond 
Academy of Medicine, Medical Society of Virginia, American 
Association of Obstetricians, Gynecologists and Abdominal 
Surgeons, South Atlantic Association of Obstetricians and 
Gynecologists, Virginia Society of Obstetricians and Gynecolo- 
gists, and the Richmond Obstetrical and Gynecological Society; 
in 1948 honorary vice-president of the Medical Library Associ- 
ation; in 1947 vice-president of the American Gynecological 
Society; chairman of the section on obstetrics of the Southern 
Medical Association in 1927; honorary fellow of the Washing- 
ton Gynecological Society; member of Omicron Delta Kappa, 
Phi Delta Theta, Pi Mu (now Phi Chi), Phi Beta Kappa, in 
1943 president of the Richmond chapter, and Phi Beta Kappa 
Associates; president of the board of health in Manchester, 
Va., from 1905 to 1912; for a short time health officer of 
Chesterfield County, Va.; member of the board of health of 
Richmond from 1946 to 1953, serving as chairman from 1950 
until he recently resigned; taught at Medical College of 
Virginia in various capacities, from demonstrator in histology 
and embryology to associate professor of obstetrics from 1903 
to 1930; in 1940 lecturer on the history of obstetrics at Duke 
University in Durham, N. C.; specialist certified by the 
American Board of Obstetrics and Gynecology; director of 
the Johnston-Willis Hospital and the Central YMCA; in 1938 
received the degree of doctor of laws from the Randolph- 
Macon College in Ashland, where he was a trustee; chairman, 
and one of the founders of the Virginia League for Planned 
Parenthood; attending and consulting obstetrician, Brookfield 
Home for Girls; author of section on medical sciences that 
appeared in the book “The James River Basin,” a publication 
of the Virginia Academy of Science; since 1942 editor of the 
Virginia Medical Monthly; died in the Johnston-Willis Hospital 
Oct, 23, aged 72, of scleroderma. 


Howard, Joseph Henry @ Bridgeport, Conn.; born in Bridge- 
port Aug. 30, 1892; Georgetown University School of Medi- 
cine, Washington, D. C., 1918; interned at Bridgeport Hospital; 
took postgraduate study in Austria, France, and Germany; 
specialist certified by the American Board of Obstetrics and 
Gynecology; fellow of the American College of Surgeons; 
member of the New England Obstetrical and Gynecological 
Society, of which he was chairman of the executive commit- 
tee; member of the House of Delegates of the American Medi- 
cal Association from 1946 through June 1953 and member 
of the Committee on Indigent Care since July 1949; chair- 
man of the council, and past president of the Connecticut 
State Medical Society, serving as chairman of the society’s 
committee on public health and as chairman of the committee 
on maternal mortality and morbidity; president and member 
of the executive committee, Connecticut Branch of the Ameri- 
can Cancer Society; served as president of the Bridgeport 
Medical Society, president of Bridgeport Rotary Club, chair- 
man of the Community Nutrition Service, chairman of the 
public health committee of the Bridgeport Chamber of Com- 
merce, and chairman of the public health committee of the 
Council of Social Agencies; chairman, Connecticut State Com- 
mission on the Care. and Treatment of the Chronically Ill, 
Aged and Infirm, and director and vice-president, Connecticut 
Medical Service; president of the Conference of Presidents 
and Other Officers of State Medical Societies, and president of 
the Council of New England State Medical Societies; director 
department of cbstetrics, St. Vincent’s Hospital; attending 
gynecologist, Bridgeport City Dispensary; on the courtesy staff, 





@ Indicates Member of the American Medical Association. 


Bridgeport Hospital; consulting obstetrician and gynecologist, 
Englewood Hospital in Bridgeport, and Laurel Heights State 


‘ Tuberculosis Sanatorium in Shelton; director, Gaylord Farm 


Sanatorium, Wallingford; member of the board of medical 
visitors, Institute of Living, Hartford; died Sept. 28, aged 
61, of carcinoma of the lung. 


Brennan, Edward Lizarian ® Hartford, Conn.; born in Ireland, 
May 21, 1900; National University of Ireland, 1923; specialist 
certified by the American Board of Psychiatry and Neurology; 
member of the American Psychiatric Association and the New 
England Society of Psychiatry; served as instructor in psychia- 
try at Columbia University College of Physicians and Surgeons 
in New York; one of the founders of the Catholic Psychiatric 
Guild; for many years on the staff of the Institute of Living; 
affiliated with the Veterans Administration Hospital in 
Northampton, Mass.; visiting neuropsychiatrist on the medical 
and surgical staff of St. Francis Hospital, where he died 
Sept. 27, aged 53, of pulmonary embolus, thrombophlebitis of 
the left leg, and arteriosclerotic heart disease. 


Benjamin, Arthur Edwin ® Minneapolis; born in Hutchinson, 
Minn., in 1868; University of Minnesota College of Medicine 
and Surgery, Minneapolis, 1892; professor emeritus of ob- 
stetrics and gynecology at his alma mater; member of the 
House of Delegates of the American Medical Association in 
1911; past president of the Hennepin County Medical Society 
and the Alumni Association of the University of Minnesota 
Medical School; member of the Western Surgical Association; 
fellow of the American College of Surgeons; consulting 
gynecologist, Minneapolis General Hospital; affiliated with 
St. Barnabas Hospital and Northwestern Hospital, where he 
died Oct. 1, aged 84, of carcinoma of the prostate. 


Delph, John Francis ® Michigan City, Ind.; born in+ Fair- 
mount, Ind., April 3, 1892; Northwestern University Medical 
School, Chicago, 1922; associate professor of otolaryngology 
at his alma mater; specialist certified by the American Board 
of Otolaryngology; member of the American Academy of 
Ophthalmology and Otolaryngology, Illinois State Medical 
Society, American Laryngological, Rhinological and Otological 
Society, and the American Broncho-Esophagological Associa- 
tion; served on the staff of the Passavant Memorial Hospital 
in Chicago; died in Gary, Ind., Nov. 7, aged 61, of pulmonary 
embolism and coronary heart disease. 


Myers, Alonzo Harrison, Charlotte, N. C.; born April 14, 
1888; North Carolina Medical College, Charlotte, 1911; 
University and Bellevue Hospital Medical College, New York, 
1916; member of the American Academy of Orthopaedic 
Surgeons; fellow of the American College of Surgeons; served 
during World War I; received the French Medal d’Honneur 
from General Pershing in a celebration on May 20, 1922; 
formerly affiliated with Charlotte Memorial, Mercy, and 
Presbyterian hospitals in Charlotte, and consultant at the 
James Walker Memorial Hospital in Wilmington; died Oct. 19, 
aged 65, of a heart attack. 


Kindred, John Cramer ® Long Island City, N. Y.; born in 
Astoria, N. Y., April 18, 1903; Medical College of Virginia, 
Richmond, 1930; specialist certified by the American Board 
of Psychiatry and Neurology; member of the American 
Psychiatric Association; past president of the National Associ- 
ation of Private Psychiatric Hospitals; director and consultant 
at the River Crest Sanitarium in Astoria; consultant and for- 
merly consultant at the Belle Mead (N. J.) Sanatorium; associ- 


ate attending psychiatrist at Queens General Hospital in. 


Jamaica; died in Forest Hills Oct. 25, aged 50, of cardio- 
vascular disease. 


> eh et oe oh 22 Oe 


coe) a ne ae oe a. a. a 


manta nreywnh = —_ 


FE rTecZ7>r f> rrwswso 2fArd 








Vol. 153, No. 16_ 


Waldapfel, Richard © Grand Junction, Colo.; born April 2, 
1895; Medizinische Fakultét der Universitat, Vienna, Austria, 
1921; specialist certified by the American Board of Otolaryn- 
gology; member of the American Academy of Ophthalmology 
and Otolaryngology, Colorado Otolaryngological Society, and 
the Pacific Coast Oto-Ophthalmological Society; fellow of the 
American College of Surgeons; on the staff of St. Mary’s 
Hospital and the Veterans Administration Hospital; died in 
the Presbyterian Hospital, Denver, Sept. 26, aged 58, of 
carcinoma of the pancreas. 


Strickler, Albert ® Philadelphia; born Sept. 13, 1886; Jefferson 
Medical College of Philadelphia, 1907; specialist certified by 
the American Board of Dermatology and Syphilology; member 
of the American Academy of Dermatology and Syphilology; 
formerly professor of dermatology and syphilology at Temple 
University School of Medicine; founder of the Skin and 
Cancer Hospital, where he was medical director for many 
years; author of “The Skin: Its Care and Treatment” and 
“Textbook on Diseases of the Skin and Syphilis”; died Nov. 8, 
aged 67. 


Doran, Martha Venetia @ Northampton, Mass.; born in 
Iroquois, Ontario, Canada, April 18, 1900; Woman’s Medical 
College of Pennsylvania, Philadelphia, 1943; member of the 
Medical Society of the State of North Carolina; certified by 
the National Board of Medical Examiners; assistant physician 
at Smith College since 1950; served in a similar capacity for 
three years at the Woman’s College of the University of North 
Carolina in Greensboro; died in the Harkness Pavilion of the 
Columbia Presbyterian Medical Center in New York, Nov. 2, 
aged 53. 


Aird, John William © Long Beach, Calif.; University of 
California Medical School, San Francisco, 1893; fellow of 
the American College of Surgeons; member and past president 
of the Utah State Medical Society; formerly practiced in 
Provo, Utah, where he was affiliated with the Utah State 
Hospital and was owner and medical director of the Aird 
Hospital; died Oct. 28, aged 90. 


Allen, Joseph R., Urbana, Ill.; Barnes Medical College, St. 
Louis, 1898; died Oct. 24, aged 80. 


Atwood, Abner Lowe @ Birmingham, Ala.; University of 
Nashviile Medical Department, 1907; member of the American 
Urological Association; on the staff of the South Highlands 
Infirmary and for many years on the staff of the Hillman 
Hospital; on the courtesy staff of Baptist, Carraway Methodist, 
and East End Memorial hospitals; died Nov. 4, aged 75, of 
cerebral thrombosis. 


Bailey, Desmond Mark @ Carbondale, Pa.; Jefferson Medical 
College of Philadelphia, 1928; member of the staff of Carbon- 
dale General Hospital, and the Wayne County Memorial 
Hospital in Honesdale; died in Mount Sinai Hospital, New 
York, Aug. 19, aged 50, of coronary disease. 


Baxter, James Hubert ® Ashburn, Ga.; Atlanta College of 
Physicians and Surgeons, 1908; for many years secretary- 
treasurer of the Turner County Medical Society; served on 
the city council; died Oct. 13, aged 74. 


Baxter, Lewis Thomas ® Chicago; University of Illinois 
College of Medicine, Chicago, 1920; member of the Industrial 
Medical Association; for many years physician and surgeon 
for the Chicago Daily News; affiliated with Alexian Brothers 
Hospital; died Nov. 12, aged 57, of carcinoma of the spine. 


Bechtol, Emery Alvin, Montpelier, Ohio; Michigan College 
of Medicine and Surgery, Detroit, 1892; served during World 
War I; died Sept. 14, aged 83. 


Beebe, Jay Lee ® Laguna Beach, Calif.; Northwestern Univer- 
sity Medical School, Chicago, 1903; an Associate Fellow of 
the American Medical Association; died Oct. 21, aged 79, 
of coronary occlusion. 


DEATHS 1463 


Beehler, Louis L., Chicago; Northwestern University Medical 
School, Chicago, 1900; died in the Illinois Central Hospital 
Nov. 7, aged 75, of acute papillary necrosis of the kidneys 
and diabetes mellitus. 


Bell, Robert Fleming, Cleveland; University of Buffalo School 
of Medicine, 1945; certified by the National Board of Medical 
Examiners; at one time affiliated with Sunny Acres, Cuyahoga 
County Tuberculosis Hospital; served as a medical missionary 
in Ethiopia, Africa; died in Chicago Oct. 28, aged 35. 


Benton, George R. @ Fremont, N. C.; Medical College of 
Virginia, Richmond, 1901; died in the Wayne Memorial 
Hospital, Goldsboro, Aug. 31, aged 74, of carcinoma of the 
colon. 


Benz, Alvin Hermann @ Ann Arbor, Mich.; University of 
Michigan Medical School, Ann Arbor, 1931; specialist certified 
by the American Board of Ophthalmology; member of the 
American Academy of Ophthalmology and Otolaryngology; 
served during World War II; on the staff of St. Joseph's Mercy 
Hospital in Ann Arbor and the Beyer Memorial Hospital in 
Ypsilanti; died Aug. 20, aged 46. 


Brown, Barton Levi, Penn Wynne, Pa.; Jefferson Medical 
College of Philadelphia, 1891; died Oct. 16, aged 88, of heart 
disease. 


Caccini, Attilio Mario © Major, U. S. Army, retired, New 
York City; Regia Universita degli Studi di Roma. Facolta di 
Medicina e Chirurgia, Italy, 1900; served during World War I; 
entered the regular army as a major in the medical corps of 
the U. S. Army on Sept. 8, 1920; retired June 29, 1922; died 
Aug. 27, aged 77, of arteriosclerotic heart disease. 


Campau, George Henry ®@ Detroit; Detroit College of Medi- 
cine and Surgery, 1917; served during World War 1; on the 
staff of the Providence Hospital, where he died Nov. 2, aged 
60, of cerebrovascular accident and arteriosclerosis. 


Carroll, Gerald John ® New York City; Fordham University 
School of Medicine, New York, 1919; served on the staffs of 
Morrisania Hospital and Union Hospital, where he died Nov. 
4, aged 58, foliowing rupture of a diverticulum. 


Carter, Curtis Braxton ® Columbus, Ga.; Medical College 
of Alabama, Mobile, 1890; for many years practiced in New 
York City, where he was affiliated with the Bellevue Hospital; 
served on the staff of the City Hospital; died Oct. 7, aged 85, 
of cerebral hemorrhage. 


Carver, William Franklin © Fort Dodge, lowa; Hospital 
College of Medicine, Louisville, 1893; past president of the 
Webster County Medical Society; affiliated with St. Joseph 
Mercy Hospital and the Lutheran Hospital, where he died 
Oct. 28, aged 83, of arteriosclerotic heart disease and uremia. 


Cary, Eugene, San Mateo, Calif.; Rush Medical College, 
Chicago, 1912; specialist certified by the American Board of 
Obstetrics and Gynecology; formerly practiced in Chicago, 
where he was affiliated with St. Luke’s Hospital; died Nov. 5, 
aged 66. 


Causey, Frederick Archibald, Jacksonville, Ill.; St. Louis 
University School of Medicine, 1914; formerly assistant man- 
aging officer of the Chicago State Hospital; for many year’s 
affiliated with Jacksonville State Hospital; served as managing 
officer of the Lincoln (Ill.) State School and Colony; died in 
the Community General Hospital, Sterling, Nov. 2, aged 69. 


Cayley, Frank Joseph © Indianapolis; University of Illinois 
College of Medicine, Chicago, 1913; died in the Central State 
Hospital Sept. 18, aged 66, of angina pectoris. 

Caywood, James Robert ®@ Piqua, Ohio; Starling Medica! 
College, Columbus, 1897; on the staff of the Memorial Hos- 
pital, where he died July 3, aged 81, of acute myocardial 
infarction. 


Colehour, Samuel Phillip ® Mount Carroll, Ill; National 
Medical College, Chicago, 1899; died Aug. 10, aged 77. 
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Craddock, Paul Tulane, Rochester, N. Y.; University of Vir- 
ginia Department of Medicine, Charlottesville, 1950; served 
during World War II; resident at the Strong Memorial 
Hospital; died Sept. 17, aged 34. 


Currer, Paul Richard @ Milwaukee; Marquette University 
School of Medicine, Milwaukee, 1942; member of the Ameri- 
can Academy of General Practice; served during World War 
II; died in Ashland Aug. 22, aged 36, of ruptured appendix 
and peritonitis. 

d@’Avignon, Francis Wright © Lake Placid, N. Y.; McGill 
University Faculty of Medicine, Montreal, Canada, 1943; 
interned at the Royal Victoria Hospital in Montreal; served 
during World War II; died Aug. 27, aged 36, of acute coronary 
occlusion. 


Dinan, Joseph Francis, Wakefield, Mass.; Boston University 
Schoo! of Medicine, 1936; died in the Faulkner Hospital, 
Boston, Oct. 8, aged 47, of acute adrenal insufficiency and 
congenital heart disease. 


Donathan, Earl Raymond @ Knoxville, Tenn.; University of 
Tennessee College of Medicine, Memphis, 1935; fellow of the 
International College of Surgeons; died July 27, aged 45, of a 
heart attack. 


Dowson, Albert Wilson, Evanston, Ill.; Jenner Medical College, 
Chicago, 1915; died Aug. 11, aged 59, of coronary sclerosis. 


Dumm, Colin Marcus, Erie, Pa.; Western Pennsylvania Medi- 
cal College, Pittsburgh, 1900; died in the Veterans Adminis- 
tration Center, Dayton, Ohio, Sept. 24, aged 78. 


Duncan, Will Cunningham ® Los Angeles; Northwestern 
University Medical School, Chicago, 1915; affiliated with 
California Lutheran and the Queen of Angels hospitals; died 
Sept. 24, aged 70, of carcinoma of the tongue. 


Erb, Howard Renninger @ Allentown, Pa.; University of 
Pennsylvania School of Medicine, Philadelphia, 1940; specialist 
certified by the American Board of Neurological Surgery; 
served during World War II; formerly a fellow in neurosurgery 
at Mayo Foundation in Rochester, Minn.; died Oct. 23, 
aged 38. 


Farthing, Robert R. ® Ozark, Mo.; St. Louis College of 
Physicians and Surgeons, 1901; died Sept. 24, aged 78, of 
coronary thrombosis. 


Furusawa, Takashi, Los Angeles; Osaka Imperial University 
Medical Faculty, Osaka, Japan, 1899; Chicago College of 
Medicine and Surgery, 1916; died Sept. 29, aged 77, of a 
heart attack. 


Glazer, Henry G. ® New York City; Long Island College 
Hospital, Brooklyn, 1921; specialist certified by the American 
Board of Ophthalmology; for many years on the staff of the 
Bronx Eye and Ear Infirmary; died in the Beth Israel Hospital 
Nov. 6, aged 56, of bacteremia. 


Good, Benjamin F. ® Lancaster, Pa.; Baltimore Medical Col- 
lege, 1900; died Oct. 23, aged 81. 


Granata, Tancredi Giovanni, Providence, R. I.; Tufts College 
Medical School, Boston, 1915; served with the Veterans Ad- 
ministration; died Sept. 17, aged 62, of myocardial infarction. 


Granger, William Leonard ® Chappaqua, N. Y.; Columbia 
University College of Physicians and Surgeons, New York, 
1932; died Aug. 20, aged 51, of pulmonary edema, coronary 
sclerosis, and cardiac decompensation. 


Korb, David Adam, Cincinnati; Medical Department of the 
University of Cincinnati, 1910; died Sept. 4, aged 69. 


Kupelian, Nessib Simon © Pownal, Maine; Medical School of 
Maine, Portland, 1916; member of the New England Society 
of Psychiatry; medical superintendent of Pownal State School; 
died in the Central Maine General Hospital, Lewiston, Aug. 
28, aged 67, of cerebral thrombosis. 


Lane, Irvin J., Ossining, N. Y.; New York Homeopathic 
Medical College, New York, 1883; director of the Westchester 
County Savings and Loan Association; died in Middletown 
Oct. 27, aged 92. 
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Lanzafame, Sare Anthony ® Farmington, Mo.; St. Louis 
University School of Medicine, 1941; county health officer; 
served at State Hospital; died in Barnes Hospital, St. Louis, 
Nov. 1, aged 39, of a heart attack. 


Lindt, Harriet L., South Bend, Ind.; John A. Creighton Medi- 
cal College, Omaha, 1900; died Aug. 10, aged 75, of metastatic 
pulmonary sarcoma. 


Lyda, Gideon Colwell, Atlanta, Mo.; Kentucky School of 
Medicine, Louisville, 1888; died in the Woodland Hospital, 
Moberly, Sept. 5, aged 88. 


McCall, James Herald, Lake City, Mich.; Detroit College of 
Medicine, 1911; served during World War I; at one time 
connected with the Michigan State Health Department; served 
as health officer of Marshall County, W. Va.; for many years 
coroner of Missaukee County; died Oct. 10, aged 69. 


MacKenzie, Ian ® Tulsa, Okla.; McGill University Faculty 
of Me icine, Montreal, Canada, 1927; specialist certified by 
the American Board of Orthopaedic Surgery; member of the 
American Academy of Orthopaedic Surgeons; fellow of the 
International College of Surgeons and the American College 
of Surgeons; formerly director of the Hillcrest Polio Center; 
affiliated with St. John’s and Hillcrest Memorial hospitals; 
died Oct. 12, aged 50, of injuries received in an automobile 
accident. 


Matternes, James G. ® Sinking Spring, Pa.; Jefferson Medical 
College of Philadelphia, 1897; served during World War J; 
died Oct. 28, aged 84, of cerebral thrombosis. 


Mead, Franklin Braidwood @ Riverside, Calif.; Northwestern 
University Medical School, Chicago, 1938; formerly a fellow 
in surgery at Mayo Foundation in Rochester, Minn.; member 
of Sigma Xi and of the Alumni Association of the Mayo 
Foundation; on the staff of the Riverside Community Hospital; 
died Oct. 28, aged 45, of mitral valvulitis with insufficiency. 


Moyer, Jacob C. ® Scranton, Pa.; University of Pennsylvania 
Department of Medicine, Philadelphia, 1908; L.R.C.S., Edin- 
burgh, Scotland, 1914; died Oct. 4, aged 74, of coronary 
occlusion. 


Null, Frederick Folket ® Hawarden, Iowa; Sioux City (Iowa) 
College of Medicine, 1907; member of the American Academy 
of General Practice; affiliated with Hawarden Community 
Hospital, where he died Oct. 15, aged 75, of myocarditis. 


Oliver, Elbert Wilbur, Miami Springs, Fla.; Marion-Sims 
College of Medicine, St. Louis, 1893; member of the American 
Society of Anesthesiologists; died in the Jackson Memorial 
Hospital, Miami, Sept. 21, aged 79, of duodenal ulcer. 


Oppenheimer, Arnold ® San Francisco; Universitat Heidelberg 
Medizinische Fakultét, Baden, Germany, 1919; died in the 
University of California Hospital Aug. 20, aged 61, of acute 
myocardial infarction. 


Pharris, Crit, Glastonbury, Conn.; University of Tennessee 
College of Medicine, Memphis, 1929; member of the American 
Public Health Association and the Industrial Medical Associa- 
tion; for many years associated with the United Aircraft 
Corporation; died in Hartford (Conn.) Hospital July 30, aged 
52, of coronary thrombosis. 


Randail, Arthur G. @ Providence, R. I.; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1895; died 
in St. Joseph’s Hospital Nov. 7, aged 82, of carcinoma of the 
rectum. 


Rizzo, Frank ® Grosse Pointe Park, Mich.; Wayne University 
College of Medicine, Detroit, 1929; on the staff of St. Joseph 
Mercy Hospital in Detroit, where he died Sept. 13, aged 49, 
of rheumatic heart disease and pulmonary thrombosis. 


Rosen, Harold Leon, Brooklyn; Tulane University of Louisiana 
School of Medicine, New Orleans, 1944; served during World 
War II; died in White Sulphur Springs, N. Y., Aug. 28, aged 
35, of amyotrophic lateral sclerosis. 
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Salter, Paul Pullen @ Eufaula, Ala.; Tulane University of 
Louisiana School of Medicine, New Orleans, 1916; member 
of the Southeastern Surgical Congress and the American 
Academy of General Practice; served during World War I; 
at one time field director of sanitation for the state board of 
health; a trustee of the University of Alabama; owner of 
the Salter Hospital; died in New Orleans Nov. 3, aged 62, of 
carcinoma of the prostate. 


Sill, Joseph, Pasadena, Calif.; University of Michigan Depart- 
ment of Medicine and Surgery, Ann Arbor, 1899; served 
during World War I; at one time practiced in Detroit, where 
he was affiliated with the Harper Hospital; died Oct. 19, 
aged 78, of generalized arteriosclerosis and terminal broncho- 
pneumonia. 


Smith, Thomas Caesar, Washington, D. C.; Howard University 
College of Medicine, Washington, 1909; formerly on the 
board of directors of the Industrial Bank of Washington; died 
in Freedman’s Hospital Nov. 1, aged 75. 


Staines, Albert G., St. Clair Shores, Mich.; Detroit College of 
Medicine and Surgery, 1917; died in the Providence Hospital, 
Detroit, Sept. 19, aged 71, of coronary thrombosis. 


Steinhauser, Charles Gilbert, Gowanda, N. Y.; University of 
Michigan Homeopathic Medical School, Ann Arbor, 1912; 
died Aug. 11, aged 70, of uremia, nephrosclerosis, and diabetes 
mellitus. 


Strasner, Thomas J., Nashville, Ark. (licensed in Arkansas in 
1903); died Oct. 18, aged 84. 


Stroup, Paul Eugene, Miami, Fla.; Jefferson Medical College 
of Philadelphia, 1919; died Sept. 23, aged 59, of coronary 
disease. 


Sutton, John Chalmers @ New Brighton, Pa.; Hahnemann 
Medical College and Hospital of Philadelphia, 1902; served 
as president of the staff of Providence Hospital in Beaver 
Falls and Beaver Valley General Hospital; died Oct. 11, aged 
75, of carcinoma of the throat. 


Sweet, Charles Frederick © Pawtucket, R. I.; Harvard Medical 
School, Boston, 1894; at one time superintendent of health, 
city physician, and police surgeon of Central Falls; associate 
medical examiner for the Pawtucket-Central Falls district from 
1912 until 1932 and the medical examiner from 1932 to 
1936; on the consulting staff, Memorial Hospital; died Oct. 19, 
aged 84, of chronic ulcerative colitis and arteriosclerotic heart 
disease. 


Thomson, Arthur Milton, Cherokee, Iowa; University of 
Minnesota College of Medicine and Surgery, Minneapolis, 
1904; died in Minneapolis Sept. 18, aged 75, of myocardial 
infarction. 


Tinstman, Abraham Lincoln, Cleveland; Western Pennsylvania 
Medical College, Pittsburgh, 1896; died Nov. 2, aged 93, of 
uremia, pyelonephritis, and hypertrophy of the prostate. 


Toomajan, Harry John @ Grayslake, Ill.; Loyola University 
School of Medicine, Chicago, 1926; served during World War 
Il; affiliated with St. Therese’s Hospital and Lake County 
General Hospital in Waukegan, where he died Nov. 11, aged 
55, of carcinoma of the left lung. 


Van Norden, William Erickson, Plainfield, N. J.; Hering 
Medical College, Chicago, 1913; practiced in Chesapeake City, 
Md., for many years; died in the Muhlenberg Hospital Oct. 
24, aged 90, of arteriosclerotic heart disease and pneumonia. 


Vaught, John Lester © Dos Palos, Calif.; Creighton Univer- 
sity School of Medicine, Omaha, 1938; on the staff of the 
Dos Palos Hospital; died in San Francisco Oct. 18, aged 41, 
of cerebral hemorrhage. 


Walz, Frank Gebhard @ Buffalo; University of Buffalo School 
of Medicine, 1909; served during World War I; member of 
the Association of School Physicians; for many years physician 


DEATHS 1465 


for the board of education, served on the U. S. Board of 
Examining Surgeons and examining physician for the Metro- 
politan Insurance Company; on the staff of the Sisters of 
Charity Hospital, where he died Oct. 15, aged 66, of arterio- 
sclerosis and pulmonary edema. 


Watkins, Martin Lucius ® Glenwood, Ala.; Vanderbilt Univer- 
sity School of Medicine, Nashville, Tenn., 1899; died in the 
Edge Hospital, Troy, Oct. 29, aged 81. 


Wendell, Thomas T., Lexington, Ky.; Meharry Medical Col- 
lege, Nashville, Tenn., 1900; also a graduate in pharmacy; for 
many years affiliated with Eastern State Hospital, where the 
Wendell building was named and dedicated in his honor; 
served on the staff of St. Joseph Hospital; died Oct. 4, aged 
76, of cerebral hemorrhage. 


Wiland, Louis, Erie, Pa.; Long Island College Hospital, 
Brooklyn, 1908; one of the original staff members of Beth 
El Hospital in Brooklyn, where he was an associate in medi- 
cine for many years; died Nov. 2, aged 66, of coronary 
thrombosis. 


Wilson, William ® Chicago; Loyola University School of 
Medicine, Chicago, 1916; affiliated with West Suburban 
Hospital in Oak Park, Ill., where he died Oct. 3, aged 63, of 
cerebral hemorrhage and hypertension. 


Wirsig, Arnold Oswald ® Shenandoah, Iowa; Drake University 
College of Medicine, Des Moines, 1912; died in the Hand 
Community Hospital Aug. 22, aged 69, of coronary throm- 
bosis. 


Wolff, Thomas Conrad ® Baltimore; McGill University 
Faculty of Medicine, Montreal, Canada, 1917; associate pro- 
fessor of medicine at the University of Maryland School of 
Medicine and College of Physicians and Surgeons; died 
Aug. 25, aged 62. 


Wood, George Harden ® Batesville, Miss.; University of Louis- 
ville (Ky.) Medical Department, 1891; for many years served 
as county health officer and on the school board; local surgeon 
for the Illinois Central Railroad; died Sept. 27, aged 87, of 
cardiac failure. 

Woods, Arthur Daniel © State Center, Iowa; State University 
of Iowa College of Medicine, lowa City, 1906; member of 
the American Academy of General Practice; member of the 
House of Delegates of the American Medical Association in 
1938 and 1940-1953; for many years member of the state 
board of medical examiners; affiliated with Evangelical 
Deaconess Home and Hospital and St. Thomas Mercy Hos- 
pital in Marshalltown; died in Billings, Mont., Aug. 17, aged 
72, of coronary occlusion. 


Wylie, John Thomas, Dallas, Texas; Baylor University College 
of Medicine, Dallas, 1928; served during World War II; died 
Sept. 13, aged 50, of coronary occlusion. 


Yeo, Gordon Hurst ® Big Rapids, Mich.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1912; served during World War I; affiliated with Community 
Hospital, where he died Sept. 15, aged 66, of coronary 
thrombosis. 


Young, Albert Frederick © Milwaukee; Rush Medical College, 
Chicago, 1894; assistant clinical professor of psychiatry 
emeritus at Marquette University School of Medicine; past 
president of the Milwaukee Neuropsychiatric Society; for 22 
years superintendent of the Milwaukee County Hospital for 
the Insane; died in Columbia Hospital Aug. 24, aged 83, of 
coronary thrombosis. 


Zimmerman, Amelia, La Porte, Ind.; the Hahnemann Medical 
College and Hospital, Chicago, 1904; died in Waterford 
Aug. 6, aged 86, of arteriosclerosis and hypertension. 


Zimmerman, Henry Samuel © Cameron, IIl.; Northwestern 
University Medical School, Chicago, 1896; served on the 
staffs of Monmouth (Ill.) Hospital and Galesburg Cottage and 
St. Mary’s hospitals in Galesburg; died Nov. 7, aged 82, of 
angina pectoris. 
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GOVERNMENT SERVICES 


ARMY 


46th Surgical Hospital in Korea.—With the cessation of com- 
bat casualties, the 46th Army Surgical Hospital now operates 
on a semipeacetime status, while remaining constantly combat 
ready at the same time. The preoperative section of the hos- 
pital is now filled with beds. Sick call, of secondary importance 
when shooting was in progress four months ago, now handles 
thousands of patients a month. In surgery, where doctors 
worked on a 24 hour basis during hostilities, doctors now 
concentrate on routine surgery of a voluntary nature. In the 
medical section, usually filled to capacity, soldiers are receiv- 
ing some of the best care in Korea. Movies and increased 
Red Cross facilities make life happier for patients at the hos- 
pital. The x-ray machines are being operated from dawn to 
dark. The neurosurgical section is active, since the 46th Army 
Surgical Hospital is one of only two Army surgical hospitals 
in Korea with equipment for such operations. Should war 
break out again, the hospital is prepared to handle any emer- 
gency that might arise, and it is just as mobile now as it was 
during combat. All medicaments and equipment are packed 
in open boxes, ready to be closed up and moved out, if nec- 
essary, at a moment’s notice. Several practice moves have 
already been made successfully. Moving is commonplace at 
the 46th Army Surgical Hospital, which was the first Army 
surgical hospital to arrive in Korea in September, 1950. 


NAVY 


New Type of Reserve Unit.—A new type reserve unit for 
naval reserve doctors and other members of the medical pro- 
fession is being organized in Chicago, Rear Adm. Francis P. 
Old, commandant, ninth naval district, announced. The unit, 
to be called Naval Reserve Surface Division (Medical) 9-240, 
will meet at Veteran’s Research Hospital, newly completed 
skyscraper medical center, near the downtown campus of 
Northwestern University. 


Doctors, medical specialists, veteran Navy hospital corps- 
men, and administrative personnel are eligible to belong to 
this unit, which provides one day’s pay for each drill attended. 
There are 48 scheduled drills per year. This is the first time 
Navy medical reservists have been able to join a paid reserve 
unit with regularly scheduled drill periods and definite cur- 
riculums for its participants. 

The Chicago Naval Reserve Medical Surface Division is 
one of five established in a test program. Other units have 
been set up in Boston, New York, Charleston, S. C., and 
San Francisco, If these units prove successful, the program 
will be extended to other major cities of the country. Officers 
eligible for the Chicago Naval Reserve medical unit must be 
members of the Navy’s medical corps and its medical specialist 
branch. They must be in the grades from lieutenant (junior 
grade) through commander, or enlisted personnel, including 
hospitalmen, yeomen, personnel men, and storekeepers. Officers 
and men of Chicago and its suburbs interested in affiliation 
with the Naval Reserve Medical Surface Division should call 
Capt. Fred Fluegel, U. S. N., Commanding Officer, Naval Re- 
serve Training Center, foot of Randolph Street.. His phone 
number is CEntral 6-6828. 


Personal.—Rear Adm. Lamont Pugh, Surgeon General, was 
elected to the board of governors at the recent Clinical Con- 
gress of the American College of Surgeons. He will serve 
through the 1956 annual meeting. 


AIR FORCE 


New Chief of Preventive Medicine Division.—Col. Theodore 
C. Bedwell Jr. (MC) has assumed duties as chief of the 
preventive medicine division, Office of the Air Force Surgeon 
General, Washington, D. C. Colonel Bedwell was staff surgeon 
for the Sth Air Force in Japan and went to Korea with the 
advanced headquarters at the beginning of the conflict. He 
is certified by the American Board of Preventive Medicine. 
Colonel Bedwell attended the Air War College, Maxwell Air 
Force Base, Alabama, and served in the Department of 
Defense on the staff of the Assistant Secretary (health and 
medical), prior to his present assignment. He succeeds Col. 


Fratis L. Duff, who is now commandant of Gunter Branch, | 


USAF School of Aviation Medicine, Gunter Air Force Base, 
Alabama. 


Medical Officer Receives Award.—Major Solomon E. Lifton 
(MC) has been awarded the Commendation Ribbon with metal 
pendant. He was commended for meritorious service during 
May 15, 1952, to Nov. 30, 1952, as command surgeon to the 
commander of Joint Task Force 132, which conducted nuclear 
and thermonuclear tests in conjunction with the Atomic Energy 
Commission at the Eniwetok Proving Grounds. He is rated 
as a flight surgeon and is presently assigned to the preventive 
medicine division in the Office of the Air Force Surgeon 
General. 


VETERANS ADMINISTRATION 


Residencies Available—Vacancies are available for residents 
in internal medicine, pulmonary diseases, and general surgery 
at the VA Hospital, Albuquerque, N. Mex, The residency 
training program is sponsored by the University of Colorado 
School of Medicine. The residencies in internal medicine and 
general surgery are approved for three years and the resi- 
dency in pulmonary diseases for one year. Salaries range from 
$2,640 to $3,300 per annum. There are also vacancies for 
full-time physicians on the chest service. For information, 
write to the Manager, VA Hospital, Albuquerque, N. Mex. 


MISCELLANEOUS 


White House Conference on Highway Safety.—President Eisen- 
hower has called a White House conference on highway safety 
for Feb. 17-19, 1954, in Washington, D. C. Rear Adm. Harold 
B. Miller, U. S. N., retired, has been named director of the 
conference and Secretary of Commerce Sinclair Weeks will 
serve as general chairman. Admiral Miller was formerly 
director of public information for the U. S. Navy and now is 
head of the department of public information of the American 
Petroleum Institute. He said that the highway safety movement 
“is certainly one of our greatest and most urgent humanitarian 
challenges. Deaths on streets and highways this year will 
approach 40,000, a tragic and needless toll. Injuries will 
number nearly 1.5 million. As the President has pointed out, 
casualties in motor traffic in just one year exceed total Ameri- 
can casualties for the whole Korean War.” The February 
conference will bring to Washington outstanding representa- 
tives of business, agriculture, labor, women’s groups, public 
officials, community, religious and national organizations, and 
the media of public information. Secretary Weeks said, “There 
is no mystery about what ought to be done, in every town 
and every state, to curtail the traffic accident toll. What's 
lacking is effective leadership, local leadership, to put this 
great humanitarian crusade into organized action. The Presi- 
dent hopes that this conference will stimulate and encourage 
that kind of leadership in all parts of the nation.” 
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ITALY 


International Symposium on Cortisone.—An international sym- 
posium on cortisone was held in September at the Milan 
Technical Museum, where all the mechanical and technical 
drawings of Leonardo da Vinci are housed. The international 
symposium on vitamins had been held in the same place some 
months before (J. A. M. A. 152:1453 [Aug. 8] 1953). Prof. 
L. Villa, director of the medical clinic University of Milan, 
was the chairman. Among the foreign representatives were 
C. Levi Pirani, University of Illinois, Chicago, B. E. Lowen- 
stein and Chambers, University of Miami and Cancer Insti- 
tute of Miami, Fla., A. Gibson, Rahway (N. J.), A. Celestino 
da Costa, University of Lisbon, M. P. Stack Dunne, Cam- 
bridge University (Great Britain), P. Leroy, Paris Collége de 
France, F. Coste and F. Delbarre, Paris faculty of medicine 
and Cochin Hospital, R. Luft and B. Sjégren, Serafimerlasarett 
of Stockholm, E. Martin and G. Majno, Geneva medical 
polyclinic, W. S. Copeman, London Middlesex Hospital, K. 
Bréchner-Mortensen, University of Copenhagen, and J. Ros- 
kam and H. van Cauwenberg, medical clinic, University of 
Bavaria. Among the Italian participants were C. Cavallero, 
G. Bossa, T. Lucherini, E. Cecchi, G. Sala, C. B. Ballabio, 
R. Scalabrino, M. Rossanda, T. Galli, A. Marmont, A. Lunedei, 
E. Trabucchi, A. Rebecchi, and F. Ceresa. 

The first part of the symposium dealt with the biology of 
cortisone and the adrenal cortex. It is well known that the 
adrenal needs vitamin C to produce its corticoids, especially 
hydrocortisone (compound F). The gland satisfies this need 
by withdrawing vitamin C from the circulating blood or the 
cellular tissues in which it is present or by pouring suddenly 
its reserve into the cortex. The question arises as to how the 
organism elaborates its own natural vitamin C. During the 
last months the studies of some English scientists—Isherwood, 
Mapson, and others—have indicated that plants and animals 
elaborate their own vitamin C by withdrawing it from sugars. 
The molecular structure of these sugars differs, however, 
from that of the sugars from which synthetic or artificial 
vitamin C is prepared. There is hope, therefore, that it may 
become possible to induce the human organism to build its 
own vitamin C by an endogenous or spontaneous way. The 
spontaneous production of cortisone would be greatly benefited 
by an endogenous formation of vitamin C. The other chemi- 
cal element that the adrenal needs for its corticoids is cho- 
lesterol. 

Prof. A. Celestino da Costa discussed the structure and 
function of the adrenal cortex. According to him, the concept 
that there are special zones in the adrenal for the secretion 
of the two types of cortical hormones—one exerting its activity 
mainly on the mineral metabolism and the other on the gly- 
cocorticoid metabolism—has not been confirmed. As for the 
three zones to which the three different secretions of the 
adrenal have been ascribed, da Costa is of the opinion that it 
is only a matter of three “stages” or three “phases” in which 
the adrenal ceils find themselves, i. e., whether they are or 
not filled with products of secretion (first zone), or have been 
emptied (second zone). The third zone varies according to 
the animal species and depends on the form that the lipids 
and cholesterol derivatives assume in the cells of the adrenal 
cortex as in droplets and granulations. 

C. Levi Pirani discussed ascorbic acid and the adrenal 
cortex. An increased stress involves a greater demand of the 
adrenals for ascorbic acid. Nevertheless it has been proved 
that the function of the adrenal cortex continues even when 
it has poured its own reserve of ascorbic acid, This evidently 
proves that it must supply itself with vitamin C from other 
sources and other nonspecific vitamin syntheses. From this 
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arises the necessity to administer large quantities of ascorbic 
acid in case of a stress such as trauma or a burn that involves 
greater work for the adrenals. 

B. E. Lowenstein discussed the effects of cortisone on the 
capillary circulation. Every “stress” has repercussions on the 
innervation of the arterioles and metarterioles that, because 
of the spasm, transmit the effects to the capillaries. Cortisone 
prevents many of these neurocirculatory disturbances. 

C. Cavallero reported on cortisone and infections. He 
asserted that cortisone encourages the infection not because it 
alters the immunization system (gamma globulin) but because 
it slows down some activities of the cellular tissues. These 
activities are connected with the functions of the mesenchyma 
(histiocytes, plasma cells, mast cells, and fibroblasts). In other 
words, the infections are encouraged by cortisone not be- 
cause this influences the antibodies system but because it 
exerts its fibrolytic, antihyaluronidase, and antirheumatic 
action. Although this action is beneficial from the standpoint 
of rheumatism, it attenuates at the same time the defense 
of the cellular tissues against the infecting germs. 

M. Stack Dunne said that the concept of the adrenal cortex 
being controlled only by the hypophysis and one hormone, 
i. €., corticotropin, should be modified. He is of the opinion 
that “pure” preparations of corticotropin are rather a complex 
of other substances as well as the true and authentic corti- 
cotropin hormone. There could be, in other words, within 
the corticotropin itself a “family” of various polypeptides with 
a variety of actions and stimulations on the adrenal cortex. 

The second part of the symposium dealt with the metabolic 
effects of cortisone. F. Coste discussed the hormonal secre- 
tions of rheumatic patients, G. Bossa the metabolism of car- 
bohydrates, R. Luft comparative metabolic effects of corti- 
sone, corticotropin, and desoxycorticosterone, Lucherini the 
interferences between cortisone and somatotropic hormone, 
Martin cortisone and bone tissue, and Sala the influence of 
cortisone on water and electrolytes metabolism in man. 

The third part of the symposium dealt with the clinical 
effects of cortisone. The reports of W. S. C. Copeman made 
this the most interesting part of the convention. He concluded 
that rheumatic disease reappears as soon as cortisone therapy 
is interrupted no matter what doses and what routes of ad- 
ministration have been used. Ballabio, who was the first Italian 
to report on the clinical use of cortisone in Italy, emphasized 
the action of the drug in rheumatic carditis. 


Scalabrino is so enthusiastic about cortisone in treatment 
of rheumatic disease that he censured the salicylic therapies 
that have been used until recently all over the world. But 
Roskam refuted Scalabrino’s statements and said that the 
salicylates, mainly sodium salicylate and aspirin, should not 
be abandoned but their true effects should be evaluated, 
especially in view of the discovery of cortisone. It was proved 
in fact that they produce, even if in small quantities, corti- 
cotropin because they stimulate the hypothalamus, dien- 
cephalon, hypophysis, and adrenals. Aspirin and cortisone can 
be administered concurrently without fear of therapeutic 
antagonism. 

The personal experience of Maramont (Italy) with corti- 
sone and corticotropin in acute lupus erythematosus dissemi- 
natus is important. The severe symptoms generally regress 
but they do reappear when resistance to the drug has de- 
veloped. Nonetheless the treatment is always useful. Cortisone 
and corticotropin therapy aggravate severely the condition of 
patients in whom the disease is mild but the renal function 
is impaired. 

Robecchi, from Turin, reported on the first 110 patients 
(119 joints, 305 injections) he treated with cortisone. He ob- 
tained the best effects in patients with periarthritis of the 
shoulder. The results varied in patients with chronic poly- 
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arthritis. However temporary the surprising improvements may 
be, cortisone can be combined with complementary treatments 
of polyarthritis that potentiate the effects of cortisone. All 
the patients tolerated the therapy very well. 


Androgen Therapy in Gynecology.—Prof. Angelo Migliavacca, 
University of Milan gynecologic clinic, read a paper on the 
modern evolution of androgen therapy in gynecology before 
the Swiss Gynecological Society in Bern. He recalled the his- 
tory of the first application of testicular extracts in gynecology 
and discussed the importance of their dosage in relation to 
various phenomena that are linked to the complex sexual 
hormonal balance. Many gynecologic as well as systemic 
disturbances in women may be treated with androgenic 
steroids. Often a clear distinction between these disturbances 
is not possible. Sometimes androgens given for a gynecologic 
disturbance may produce unwanted side-reactions, as in metror- 
rhagia. While they have a hemostatic effect on the genital 
organs, they may also cause hypertrichosis. Androgens given 
for nephrosis may cause irregularity and diminution of the 
menses, sometimes to the point of amenorrhea. It seems, how- 
ever, that the general symptoms appear only when massive 
doses of hormones are used. 

Professor Migliavacca believes that, although the mechanism 
of action of the androgens is difficult to interpret in some 
cases, in others they are clear, as in the case of inhibition 
of lactation through the inhibitory action of the androgens 
on the hypophysis. The therapeutic effect of androgens on 
some disturbances of the breast (mastodynia, fibrocystic 
mastopathy, and the so-called premenstrual tension) may be 
due to a progesterone-like action. It is less easy to explain 
the metabolic effects of the androgens and especially their 
anabolic effect. This is one of the most characteristic side- 
effects and because it is common to the adrenal steroids, one 
may be led to suspect that it is a metabolic repercussion of 
stress. 

The androgens favorably influence the assimilation of pro- 
teins and diminish the excretion of nitrogen. These actions 
in cases of negative nitrogen equilibrium due to excess loss 
of nitrogen may explain the favorable “nephrotropic” effect. 
It is difficult to advance a hypothesis to explain the influence 
of androgens on calcium metabolism, which becomes mani- 
fest also through a stimulation of the parathyroids, with pro- 
duction of an abnormally great rise of blood calcium. It is 
likewise difficult to explain their effect against carcinoma of 
the breast, especially if it is metastatic. It is a therapy that 
slows down the evolution of the tumor and metastasis, espe- 
cially the metastases to the bones. According to Professor 
Migliavacca, it is probably an indirect action of the massive 
doses of androgens on the hypophysis, of which not only the 
gonadotropic secretion would be inhibited but also that of 
the somatotropic hormone, the so-called hormone of growth, 
which may perhaps be responsible for the growth of the tumor. 


The mechanism of action of androgens on the nervous 
system and the psyche in cases of sexual frigidity, depressive 
psychosis, and other such states has not been clarified. Frigidity 
in women is mainly due to psychogenic factors; the androgens 
sensitize the diencephalic vegetative nervous system, one of 
the most sensitive peripheral receptors of the effect of andro- 
‘gens. As for the improvement of depressive psychic states and 
the reestablishment of balance in neurovegetative dystonias 
that often follow androgen therapy, they seem to be due to 
an indirect nonspecific action of the androgen, possibly through 
the hypophyseal-hypothalamic system. Analogous effects have 
been obtained with massive doses of desoxycorticosterone and 
other steroids. This hypothesis seems to be confirmed by a 
comparison between the effects that can be obtained with 
androgen therapy and those obtained with electroshock therapy 
in these states. The balancing action of the androgens on 
the vegetative nervous system and the tonic general and 
dynamogenic action can be explained partly by the anabolic, 
fattening effect of the androgens. 

In recent years androgens have been combined with other 
sexual hormones for some conditions, and the latest achieve- 
ments of biological chemistry have made available to clinicians 
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Other synthetic steroid substances with actions that are analo- 
gous to those of the androgens. The combination of andro- 
gens and estrogens, in proper weight ratio, is used especially 
to treat neurovegetative disturbances of the climacteric, be- 
cause it has proved more valuable than treatment with estro- 
gens alone. The quicker action of the combined therapy is 
ascribed to the fact that the two hormones inhibit synergisti- 
cally the production of follicle-stimulating-hormone by the 
anterior lobe of the hypophysis. This combined therapy is 
also indicated after surgical or radiological castration to 
neutralize or modify the therapeutic activity of estrogens alone 
according to a method that was once widely used. 

Professor Migliavacca believes that a definitive statement 
about the combination of sexual steroids in therapy is not 
yet possible, although clinical experience with the use of the 
various formulas worked out by the pharmacological industry 
is rapidly being accumulated. The introduction of hormonal 
steroids with action resembling that of androgens in gynecolog- 
ical therapy has made it possible to exploit therapeutically 
some useful pharmacodynamic activities of these preparations, 
even though they do not possess all the actions that are char- 
acteristic of testosterone. 


Diagnosis of Hyperadrenocorticalism.—Professor Ceresa, 
Turin, read a paper on the test and spectrophotometric curves 
of Allen in the diagnosis of hyperadrenocorticalism before the 
medical and surgical society of Pisa on Feb. 21, 1953. He 
studied the spectrophotometric absorption curves of the urine 
of seven women. Cushing’s syndrome was present in three 
of them, virilism in one, and hypertrichosis with increased 
androgenuria in three. In one patient with Cushing’s syndrome 
in whom there was a tumor of the adrenal cortex, the spectro- 
photometric curve indicated maximal absorption, especially 
in the region of 600 mz. In other words, it behaved in a way 
that, according to American authors, is typical of functioning 
adrenal tumors. Gardner and Migeon assert that curves with 
the aforementioned characteristics occur only when the tumor 
produces clinical virilism. In this instance the curve was quite 
typical, despite the fact that the tumor was accompanied by 
findings typical of Cushing’s syndrome and although there was 
also a marked tendency to virilism. 

In the other two patients with Cushing’s syndrome, the 
curve did not present the point of absorption in the region 
of 600 mz, which is characteristic of a tumor of the cortex. 
Radiological investigation with pneumoperitoneum in one case 
and surgical exploration in the other revealed that a tumor 
was not present. The curve behaved this way in two patients 
with hypertrichosis and increased androgenuria. Pneumonog- 
raphy of the adrenals revealed that the volume and form of the 
glands were normal. !n the third patient with hypertrichosis 
and increased androgenuria, the spectrophotometric absorption 
curve revealed a slight point at 600 mz. This disappeared 
after cortisone therapy. According to Gardner and Migeon, 
the presence of an adrenal tumor may be confirmed by this 
finding. 

The curve in the patient with virilism was identical to that 
which Gardner and Migeon describe as typical of hyperplasia 
of the adrenal cortex not due to a tumor. It was character- 
ized by a slight absorption point at 600 mz, and this point 
was slightly smaller than that of normal absorption curves. 
Unlike American reports, the absorption at 600 mz did not 
change after cortisone therapy. 

At the same meeting Drs. Ceresa, Lacroix, and Randone 
reported that they studied roentgenographically after retro- 
pneumoperitoneum the adrenal glands of 16 patients with 
hyperadrenocorticalism and of 7 normal persons. Comparing 
the results obtained with the standard roentgenography and 
those obtained with body section roentgenography, they ob- 
served that some adrenals can be visualized with the body 
section technique that could not be with standard roentgen- 
ography. It is necessary, however, to know how to interpret 
the findings in order to avoid mistaking some small adipose 
masses or renal cysts for adrenal glands. 
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General Practitioners’ Records.—A recently published report 
on the records of general practitioners by Dr. W. P. D. Logan, 
chief medical stafistician, General Register Office, is based on 
an analysis of the clinical records of eight practices during the 
period, April, 1951, through March, 1952. The importance of 
this report lies not so much in its findings but in the fact that 
it represents the first serious attempt to make use of the mass 
of clinical data that is to be found in the records of general 
practitioners but that, in the past, has been lost to posterity 
with their death or retirement. The primary objective of this 
survey was to determine to what extent the clinical records 
of general practitioners could be used as a source of general 
morbidity statistics and to study the problems associated with 
this use of these records. 

The eight practices chosen were selected because of their 
location and character and not because of the special interest 
that the practitioners had evinced in keeping records. No 
uniform method of record keeping was imposed. Each practi- 
tioner was encouraged to choose his own system. The data 
from each practice were sent to the General Register Office, 
where they were sorted and analyzed. Only the records of 
National Health Service patients were used. The practices 
were representative of both rural and urban practice and 
ranged in size from 7,700 patients in Liverpool to 1,900 in 
Kent and Sussex. Altogether, 27,365 patients were included 
in the survey. Measles, which headed the infectious diseases 
in the number of consultations for which it was responsible, 
had a patient-consultation rate of 39.2 per 1,000 practice 
population. It was closely followed by respiratory tuberculosis, 
with a rate of 37. There was not a single consultation for 
poliomyelitis or infective encephalitis and only three (repre- 
senting two patients) for diphtheria—all in one practice. 
Asthma had a rate of 52.3; diabetes, a rate of 3.4; and 
pernicious anemia, a rate of 0.4; whereas the rate for other 
anemias was 11.4; psychoneurotic disorder, 109.6; benign 
hypertension, 73; the common cold, 252.9; and bronchitis, 
328.9. About one patient in every hundred had a consultation 
with his doctor for some nonmedical reason during the course 
of the year. Whether they were for general advice, such as 
the family doctor of the old days often gave, or for other 
reasons was not indicated. The seasonal variations were 
interesting. Although consultations for the common cold, 
influenza, pneumonia, otitis media, and bronchitis increased 
during the winter quarter, those for acute tonsillitis showed 
no seasonal variation. Consultations for the various forms of 
arthritis varied little, but there was a small increase during 
the winter months in the number of those for muscular 
rheumatism. 

Three out of every five consultations were with female 
patients, but this was partly accounted for by the fact that 
there were more females than males in the practice population. 
There were some interesting sex differences in the incidence 
of different disorders. Thyrotoxicosis was diagnosed in 1 male 
and 25 females; myxedema, in 4 males and 51 females; 
migraine in 50 males and 123 females; benign hypertension 
in 82 males and 402 females; and, of the patients with 
symptomatic diagnoses, those labeled debility or headache 
were mainly females, 15 to 64 years old. Just over two-thirds 
of all the consultations were in the office, and the rest were 
home visits. The total consultation rates per 100 practice 
population for males aged 15 to 44 were lower than in those 
under 15 or over 44 years of age, but for females there was 
a steady increase in rates from childhood upwards. Except 
in childhood, the rates for females at each age were higher 
than those for males. The consultation rates showed marked 
differences in individual practices, ranging from an average 
of 2.9 to 4.7 consultations per patient per year. There was 
no evidence that consultations are generally more numerous 
in urban than in rural practices. In all practices combined, 
there were 3,090 outpatient referrals to hospital and 563 
inpatient referrals, representing 3 per 100 and 0.5 per 100 
total consultations, respectively. 

It was concluded “that a small group of practitioners have 


been able, without exceptional difficulty and without being . 


specially selected for the purpose, to keep records of all their 
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work. . . . It has also been shown that these records have 
been suitable for statistical analysis, and that this analysis 
has made available a considerable amount of information 
about the nature of general practice and about the prevalence 
in the population of the kinds of illness that come to the 
notice of general practitioners. Although the keeping 
of complete and continuous records has been a task making 
considerable demands upon the practitioners, it was found 
that once a satisfactory routine method had been adopted it 
could be carried on without much difficulty, even during 
periods of increased sickness prevalence.” On the other hand, 
the warning is given “to practitioners who propose to embark 
upon a comprehensive analysis of their own records that the 
processes of statistical analysis may prove much more burden- 
some than the record-keeping itself.” This definite opinion was 
expressed: “There can be little doubt that these records 
potentially constitute one of the most valuable sources of 
information on morbidity.” In a commendatory foreword, Sir 
John Charles, chief medical officer of the Ministry of Health, 
expressed this view: “It may be that the College of General 
Practitioners, with its expressed interest in research, will be 
able to enlarge the sphere of operations and so help to add 
fresh chapters to these careful chronicles.” 


Causes of Blindness in England.—A report, entitled “The 
Causes of Blindness in England 1948-1950,” by Prof. Arnold 
Sorsby, has just been published by the Ministry of Health. It 
is based on an analysis of over 19,000 blindness registration 
certificates, representing about 90% of the total newly regis- 
tered blind in England during 1948, 1949, and 1950. Of the 
blind population registered in these years, 5.9% were totally 
blind, having no perception of light, and 17.1% had per- 
ception of light only. Practically 90% of the registered blind 
were over the age of 50 at the time of registration. Only 
1.6% were in the age group from birth to 4 years old, but 
this low percentage does not necessarily prove a correspond- 
ingly low incidence of blindness, since many blind infants 
may not have been registered until later in life. A typical 
geriatric note is struck in the comment that 61.2% of the 
blind population were over 70, although this group included 
only 6.8% of the estimated general population in 1951. 
Cataract, senile macular degeneration, and glaucoma ac- 
counted for practically 60% of all causes of blindness; myopia 
and the congenital and abiotrophic anomalies, for 16.5%; 
diabetes, for 4.3%; syphilis (acquired and congenital), for 
1.2%: and ophthalmia neonatorum, diseases of the central 
nervous system, and trauma, for less than 1% of cases. In 
the age group from birth to 4 years old, 77.7% of all blind- 
ness was caused by congenital defects. In the group 5 to 14 
years old, congenital anomalies accounted for 57.5% of all 
causes, but abiotrophic anomalies, myopia, diseases of the 
central nervous system, intracranial tumors, and optic atrophy 
of unknown origin contributed 5% each. In the group 15 to 
29 years old, congenital anomalies accounted for 33.2%, the 
abiotrophic anomalies for 16.3%; myopia, for 6.9%; and 
trauma, iritis and congenital syphilis, optic atrophy of un- 
known origin, and intracranial tumors, for about 5% each. 
In the group 50 to 69 years old, cataract accounted for 20.3%; 
glaucoma, for 14.7%; myopia, for 15.7%; and diabetes, for 
8.4%. In those over 70, cataract caused 41.1%; senile macular 
degeneration, 22.9%; glaucoma, 15.8%; and myopia, 10.2%. 
In about 31.3% of all patients registered as blind from 
cataract the condition was regarded as remediable; in 31.9% 
it was regarded as remediable, except that operation was in- 
advisable because of poor general health; the prognosis was 
doubtful in 28.4%; and in 8.5% the condition was considered 
irremediable. Eighty per cent of those registered as blind from 
cataract had received no treatment. In the case of glaucoma, 
surgical treatment had failed in 57.8%; in 76% of cases 
treatment had been incomplete; and in 34.6% there had been 
no treatment. The report comments: “The . . . proportion of 
glaucoma patients who are blind in spite of operation 
indicate that there is room for better organization of facilities 
for the early diagnosis of glaucoma. In these returns 31.9 
per cent. of cataract patients are shown as amenable to treat- 
ment as far as the eye is concerned, but unfit for operation 
because of their poor general health. If these findings are 
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taken on their face value, the problem of cataract becomes 
part of the larger issue of geriatrics, but it is possible that 
many patients recorded as unfit for operation by some ex- 
aminers would in fact be urged to undergo treatment by 
others, as would perhaps some of the 28.4 per cent. returned 
as with prognosis ‘doubtful.’ These considerations emphasize 
that a decision as to a patient’s suitability to undergo a 
cataract operation calls for the judgment of an operating 
surgeon. Were those blind from cataract a relatively small 
proportion of the total number of those registered annually 
as blind the problem might not appear significant. But cataract 
contributes each year, about 2,500 to 3,000 blind, some 80 
per cent. of whom have not had any treatment. 

“In glaucoma, time lost spells irretrievable loss of sight. 

. Some 1,200 to 1,500 individuals blind from glaucoma 
are registered annually, and hundreds . . . suffer from serious 
visual disability caused by the affection. If any reduction in 
these numbers is to be achieved more effective means for 
early diagnosis will have to be established. Though there are 
still many difficulties, early diagnosis is a not impossible 
objective today. It may fairly be asked whether the present 
organization of eye hospitals is adequate to cope with the 
time-consuming special methods that are called for. The 
establishment of special glaucoma clinics at some centers is 
a recognition by some hospital authorities of the special diffi- 
culties involved. That many such centers are needed, and 
that special facilities should be granted to them, would seem 
obvious.” 

In reviewing the figures for England and Wales as a whole, 
it is pointed out that in March, 1948, the number of registered 
blind was 77,390, compared with 71,875 in March, 1938. The 
annual increase rose from 7,586 in 1948 to 11,155 in 1951. 
This was attributed to the natural increase in the population, 
and the mode of registration as a result of a greater readiness 
on the part of examining surgeons to certify the patients with 
borderline cases as blind. There appears to have been an 
actual increase in the number of blind children. In the case 
of children 5 to 14 years old, the marked decline observed 
between 1923 and 1942 is no longer continuing. The rate per 
100,000 was 21.6 in 1948 and 21.2 in 1951. The number of 
new registrations in the age group 1 to 4 years old, has risen 
from 45 per year in 1937 to 136 in 1951. More effective 
registration may account for part Of this increase. In the case 
of infants under one year of age registrations have risen from 
11 in 1937 to 44 in 1951. “As the number of infants in the 
general population is declining, the increase in the number of 
registrations suggests either markedly more efficient registra- 
tion, or an actual increase in the number of blind infants— 
as is likely from the emergence in recent years or retrolental 
fibroplasia as a new blinding affection in infants.” The pro- 
portion of blind persons over 70 years old has risen steadily 
from 22.4% in 1923 to 47.4% in 1951. 


Medical Defense Union.—At the annual meeting of the 
Medical Defense Union on Sept. 15, Dr. §. Cochrane Shanks, 
the president, referred to the rising tide of litigation. Perhaps 
the most potent cause for this is that the hospitals are now 
state institutions and so are fair game. In the past, a patient 
might hesitate to sue a voluntary hospital or a physician who 
gave his services free. Today it is the Treasury that pays, and 
the physician, too, now that he is salaried. Another powerful 
encouragement to the discontented patient is the Legal Aid 
and Advice Act of 1949, under which litigants may receive 
free legal assistance in their actions against hospitals and 
doctors. As Dr. Shanks so aptly puts it: “In this welfare 
social estate of ours a patient may be provided with free 
medical treatment by the State, and may subsequently, at the 
State’s expense, sue the State for negligence. He will, if 
successful in his action, receive compensation from the State. 
He will, even if unsuccessful, have his legal expenses paid by 
the State and, being a poor person under the Act, will not 
be called upon to pay the legal expenses incurred by the 
State in rebutting his unsuccessful and sometimes frivolous 
suit. Was even Dr. Faustus submitted to greater temptation?” 


Two other factors add impetus to this flood. The first is the 
example of the compensation paid to injured persons under 
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the Road Traffic Act. In road traffic accidents it is up to the 
defendant to prove that he was not negligent, and there is in 
the minds of the public—and sometimes even in that of the 
courts—an unfortunate carry-over into medicolegal cases. “I 
have not been cured; I must therefore recéive compensation” 
is becoming almost a slogan. Finally there is the attitude of 
the less intelligent public press. Negligence, real or alleged, 
on the part of the physician is news, perhaps headline news. 
By the time the negligence has been disproved to the court’s 
satisfaction the story is dead and other sensations have taken 
its place, but the impression left with the litigious patient is 
obvious. 

The Medical Defense Union’s council, through its represen- 
tatives, has continued joint negotiations with the Ministry with 
the object of defending unwarranted actions together and of 
settling just claims by a defendant in amicable agreement. 
Dr. Shanks believes that agreement may soon be reached 
between the three defense societies, the British Medical Associ- 
ation, and the Ministry. 


NORWAY 


Nephropathia Epidemica—Recent Scandinavian publications 
concerned with nephropathia epidemica suggest that this may 
be a disease that is by no means rare. The credit for the 
identification of this condition as a disease sui generis is 
largely due to Scandinavian workers. In the autumn of 1933, 
Zetterholm observed seven cases in a Swedish hospital. In the 
same year and independently of Zetterholm, Myhrman gave 
an account of seven similar cases, and in 1945 he suggested 
the application of the term nephropathia epidemica to this 
disease. He has subsequently collected nine other cases also 
observed in Sweden. Meanwhile similar cases were beginning 
to be diagnosed in Norway. In 1949, Knutrud reported three 
cases. In 1950, Muri reported 14 cases observed in the Opland 
County Hospital at Lillehammer in the period September- 
November, 1949. He reported another case, the details of 
which are published in the Journal of the Oslo City Hospitals, 
September, 1953. 

The two most characteristic features of this disease are its 
epidemic character and changes found in the urine. The 
clinical findings are remarkably uniform, judging by the 
cases hitherto recorded. After prodromal symptoms with 
general malaise lasting a few days, the patient becomes ill 
with shivering, fever, violent headache, and pain in the trunk 
and limbs. This pain tends to bring the patient to the hospital 
with a diagnosis of “acute abdomen,” Weil’s disease, influenza, 
pleurisy, or pneumonia. In Muri’s cases, the specific gravity of 
the urine was high during the first few days, but from about 
the fifth day hyposthenuria or isosthenuria developed. Pro- 
teinuria disappeared about the 10th day, but the ability of the 
kidneys to concentrate urine was impaired for several weeks. 
Blood urea was temporarily increased in most cases. In the 
absence of edema and a high blood pressure, the clinical find- 
ings can be distinguished from those of acute nephritis. 
After Muri gave an account of epidemic nephropathy at a 
meeting of a local medical society, five new cases were cor- 
rectly diagnosed before admission to the hospital. This shows 
how helpful it is for a given disease to be in the mind of the 
physician confronted by a new and acute condition. 


Dextran.—On Sept. 29 a series of lectures on dextran was 
given in Oslo by Professor Stacey of Birmingham University 
in England, Dr. Jon Jonsen, and Dr. Ivar Lund. In Dr. Lund’s 
investigations, 29 healthy fasting subjects were given infusions 
of 1,000 ml. of eight different preparations of dextran. The 
rectal temperature and pulse rate were recorded every half 
hour. None of the volunteers had ever presented manifestations 
of any allergic disease, but 15 of them reacted to the infusions 
in various ways, such as flushing of the face and neck and, in 
the severer cases, extensive urticaria lasting for some hours. 
Headache and malaise, slight fever, nausea, and vomiting oc- 
curred frequently, and two of the volunteers fainted on rising. 
A certain relationship was noted between the degree of the 
reactions and the length of the interval between these experi- 
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ments and the last immunization against typhoid and para- 
typhoid A and B. Some of the preparations caused allergic 
reactions in all the typhoid A and B immunized volunteers. 
Dr. Lund has published some of his findings in the Journal 
of the Oslo City Hospitals (no. 1, 7, and 8, 1953), and he 
has concluded that, among the various plasma expanders, 
dextran is the most promising, in spite of the reactions caused 
by it. The ideal plasma expander is yet to be produced. 


Capillary Microscopy of Skin Diseases.—At the dermatological 
department of the Rikshospital in Oslo, Dr. Oscar Géilje 
recently carried out capillary microscopy of various skin dis- 
eases in the hope of finding an aid to their differential diag- 
nosis. In patients with eczema, he found that the capillary 
picture varied greatly with the clinical findings. In lupus 
erythematosus, the most striking feature of the capillaries 
was a round or oval formation representing the follicular 
hyperkeratosis and the short, thick, usually horizontal, loops 
or arcs of vessels. Ichthyosis presented an entirely different 
picture, with slender, long, narrow capillaries and with no 
particular differentiation of the arterial and venous branches. 
In some of the thin capillary loops, it was possible to follow 
the blood stream that presented the appearance of beads on 
a string. In dermatomyositis also, the capillary picture seemed 
to be characteristic. Dr. Gilje believes that capillary micro- 
scopic examinations of the skin can reveal features pathogno- 
monic of some skin diseases. He suggests that this test may 
throw light not only on the diagnosis but also on the patho- 
genesis of certain skin diseases. Several of the pictures he 
took are reproduced in Acta dermato-venereologica (33:303, 
1953). 


Death of Dr. Trygve Braaty—The unexpected death of the 
psychiatrist, Trygve Braaty, at the age of 49, has robbed 
Norway of a singularly forceful personality. Dr. Braaty quali- 
fied as a doctor in 1929, and after some experience in general 
practice he held various appointments in general as well as 
in psychiatric hospitals. In 1936, his thesis for the degree of 
doctor of medicine was entitled “Men Between the Ages of 
15 and 25.” His love of challenging orthodoxy came out in 
full in this thesis and aroused some opposition. In 1945, he 
was put in charge of the psychiatric department of Ullevaal 
Hospital, but he retired from it at the end of 1952 in order 
to.emphasize his disapproval of the mechanization of hospital 
practice. With his gifts as a speaker and writer, he was success- 
fully eloquent in defending the rights of the patient who be- 
comes a mere case in the complicated machinery of a modern 
hospital. His latest work, “The Patient and the Doctor,” be- 
came a best seller in Norway by virtue of its revolutionary 
spirit. 


TURKEY 


Neuroblastoma of the Adrenal Medulla——Dr. Kenan Aker, 
chief pediatrician of Istanbul-Shishli Children’s Hospital re- 
ported in Anadolu Klinigi a case of neuroblastoma of the 
adrenal medulla. The patient, a 5-year-old boy, had had inter- 
mittent fever for three months. He often vomited, had pain 
in the back and legs and no appetite, and was weak and anemic. 
He had hard nodules under the chin and slight exophthalmus 
of the left eye. His abdomen was distended, and on the left 
side of his thorax a small mass was felt. His blood ceil count 
revealed 3,640,000 red blood cells, 13,200 leukocytes, and 54% 
hemoglobin. He complained of pain in the joints and abdomen. 
There was an exostosis at his right fontanel and in the region 
of his left temporal bone and a softer exostosis, the size of a 
walnut, attached to this bone. Along his sternocleidomastoid 
many small lymph nodes were paipable; his abdomen was 
distended; and his liver was palpable 2 cm. below the costal 
margin and was firm. The exostosis gradually became more 
prominent, and another developed in the frontal region. Biopsy 
verified the diagnosis of neuroblastoma. Radiographic examina- 
tion of his skull revealed widened diploé in front and back and 
seven exostoses of varying density. His liver had become 
palpable 7 cm. below the costal margin. His eyes protruded, 
and the pupils of both eyes were fixed. His pain increased, 
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and his teeth fell out. At the end of three months his erythro- 
cyte count was 1,290,000; his leukocyte count was 4,500; and 
his hemoglobin level was 40%. Symptomatic treatment and 
radiotherapy gave no relief, and the patient died after four 
months in the hospital and nine months after the onset. An 
autopsy verified the clinical diagnosis. The left adrenal gland 
was larger than a walnut, and section revealed a grey hard 
malignant tumor that had displaced the kidney downward. 
Around the para-aortal, abdominal, peripancreatic, ‘mesenteric, 
perigastric, hepatic, and iliac arteries the lymph nodules were 
the size of lentils and walnuts. The liver and spleen were 
enlarged. 


Thiosemicarbazone in Tuberculosis Therapy.—Thiosemicarba- 
zone (Conteben), first used in 1947 in German clinics as an 
adjuvant in tuberculosis therapy has been used in Turkey since 
1950. In Dirim Dr. Yakup Celebi, medical director of Istanbul- 
Haydar Pasha Tuberculosis Hospital, reported on results ob- 
tained with this drug. Of 27 patients, 12 were given only 
thiosemicarbazone. In 7 of these there was clinical and radio- 
logical improvement; in 3 there was no improvement; in one 
there was marked improvement; and in one there was no 
change. Of the other 15 patients who were given thiosemicar- 
bazone, streptomycin, and p-aminosalicylic acid, 12 showed 
clinical and radiological improvement; 2 showed slight im- 
provement; and one was made worse. The ages of the patients 
ranged from 15 to 41 years. All had exudative tuberculosis 
in both lungs; several had cavities; a few had laryngeal tuber- 
culosis; and all patients had positive tuberculin reactions. The 
initial dose of thiosemicarbazone was 0.05 gm., and this was 
gradually increased to 0.15 gm. A few patients had nausea, 
vomiting, and vertigo, and their therapy was interrupted for 
a few days. Side-effects necessitating the complete discon- 
tinuance of the treatment did not occur. 

Thiosemicarbazone has proved effective in tuberculosis asso- 
ciated with empyema. As an adjuvant and following a pleural 
irrigation performed once or twice a week, thiosemicarbazone 
in the form of a suspension in 2.5 cc. of sterile glycerin or 
saline solution or in the form of a powder proved beneficial. 
In the patients who recovered, cavities and other lesions had 
healed; tubercle bacilli in the sputum had disappeared; the 
cough had decreased and was less productive; the appetite had 
improved; and there was a gain in weight. 


Phytobezoar.—Dr. Tarik Temel, radiologist at Istanbul Cerrah 
Pasha Municipal Hospital, reported in Klinik an exceptional 
case of phytobezoar. Since 1914, when the late Prof. Hamdi 
Suad Aknar reported three cases of phytobezoar, 175 cases 
have been reported by Professors Kazim Ismail Giirkan, Peri- 
han Cambel, Halid Ziya Konuralp, Dr. Hazim Bumin, Dr. Avni 
Aksel, and E. Cavushoglu. The phytobezoars were encountered 
in mountain shepherds, soldiers, or persons isolated because 
of war conditions or during a famine when they ate plants, 
wild fruit, and roots. Two months prior to admission while 
working in the forest, a 17-year-old farm boy had eaten many 
Trabzon dates (Diospyrus lotus), a wild fruit that grows pro- 
fusely in the Black Sea forests. During those two months he 
had epigastric pain that had no relation to taking food. He 
was relieved by vomiting or when he took a sedative. The pain 
suddenly became violent, he vomited excessively, his tempera- 
ture rose, and he was taken to the hospital. On admission he 
was weak and anemic; he had a temperature of 101 F and a 
pulse rate of 120. There was tenderness and rigidity of the 
epigastrium but no abdominal distention. The blood cell count 
revealed 1,600,000 red blood cells, 8,000 leukocytes, and 45% 
hemoglobin. The differential count was normal and the sedi- 
mentation rate was 63 mm. The patient was given cardio- 
therapy and antibiotics. After 10 days his temperature returned 
to normal, his epigastrium and hypochondrium became soft, 
and a large mobile soft abdominal mass was palpated. Radio- 
graphic examination revealed the stomach to be distended, and 
in the center was a large, irregular, sponge-like mass. After 
the patient had several blood transfusions, Prof. Dervish Mani- 
zade performed gastrotomy and removed the phytobezoar. It 
consisted of a brown vegetable mass of foul odor that con- 
tained many date seeds. It weighed 1,175 gm. and was 15 cm. 
long and 6 cm. wide. The patient’s recovery was uneventful. 
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J.A.M.A., Dec. 19, 1953 


CORRESPONDENCE 


SALT-POOR DIET AND JEWISH DIETARY LAWS 


To the Editor:—A salt-poor diet prescribed in cases of hyper- 
tension or congestive heart failure causes difficulties when 
prescribed to a person strictly adherent to Jewish dietary 
laws. These laws demand, for the purpose of removing any 
traces of blood from the surface of the meat, that it be 
abundantly salted before use. To eat meat without this 
preparation creates a religious problem and a conflict for the 
observing Jewish patient. Such meat has indeed a much 
higher sodium content than similar unprocessed material. 
Some Jewish hospitals tried to avoid the problem by using 
ammonium chloride instead of salt. According to Jewish law, 
this or the substitution of sugar for salt is not permissible. 

For a long time, I have used the following method to 
solve the difficulty. The patient was told that, after salting 
the meat in the religiously prescribed way, he should put it 
in water for one and a half or two hours and change the 
water two to three times during this time. It is also my 
procedure to allow patients on a salt-poor diet to eat only 
boiled (not fried or broiled) meat and not the soup. It has 
never been proved that boiled meat loses any of its essential 
nutrients or has a lower food value than broiled or fried 
meat. In an effort to determine the sodium content of salted 
and unsalted meat prepared in various ways, investigations 
were performed in the Food Research Laboratories, Inc., in 
Long Island City. Samples of the different materials were 
ashed by digestion with perchloric acid and hydrogen peroxide, 
the meat samples having been prepared before by grinding 
in a food chopper. Sodium determinations were made by 
means of the Beckman flame photometer. To find out whether 
there are typical differences in the sodium content of different 
types of meat, one part of each sample remained unsalted, 
“the untreated piece.” It was compared with a part from the 
same sample salted according to the usual Jewish dietary laws, 
“the treated piece.” The difference in sodium content was: 





Moisture, % Na, Mg./100 Gm. 

OO ein 

Cut Untreated Treated Untreated Treated 
NG ce saencesesavads 61.6 61.0 69.0 284 
EE CII oo v'sccececnsece 64.1 64.1 42.4 222 
ee 56.2 55.8 52.6 195 
RNG. 60 006:00660%008s 60.8 60.3 54.7 234 


After these preliminary investigations the intended experi- 
ments could be started. On four pieces of raw beef, each 
weighing approximately 500 gm., the salting process was 
carried out equally in each piece in the following way. After 
soaking for one-half hour in sufficient cold water to cover 
them, the pieces of beef were placed on a tilted platform and 
were sprinkled by hand with coarse salt. In order to equal 
the usual kitchen procedure, the amounts of salt were not 
measured, and, therefore, not exactly the same amount was 
used for each piece. After standing for one hour after the 
salt was added, the pieces were rinsed under running tap water 
and drained. A small slice was then cut from each piece, and 
the four slices thus obtained were composited for analysis 
without further treatment. These pieces were sample 0 shown 
in the second table. One piece of beef was then covered with 
cold water, brought to a boil, and simmered until tender 
(about one and one-half hours). The broth in which this piece 
was cooked was discarded and the meat saved for analysis as 
sample 1. A second piece of beef was covered with cold water 
and allowed to soak for one-half hour. The water was then 
poured off and replaced with fresh water in which the meat 
was cooked as described for sample 1. About 700 to 1,000 ml. 
of broth remained after cooking in this case and also in 
samples 3 and 4 described. Both the meat and the broth 
were saved for analysis and identified as sample 2. The third 
piece of beef was soaked for one-half hour in three con- 
secutive changes of cold water in quantities sufficient to cover 
the meat. The meat was then immersed in fresh cold water 
and cooked as above. The meat and broth were identified 





as sample 3. The fourth piece of beef was soaked for one- 
half hour in three consecutive changes of hot tap water 
(165 F). The meat was then cooked as described above. The 
meat and broth were identified as sample 4. Equal samples of 
the cooked meat were prepared after grinding. Aliquots of 
meat and broth were ashed with perchloric acid and hydrogen 
peroxide, and sodium determinations were made on the resi- 
due. The results obtained are shown in the second table. 


Na Found 
Meat, Broth, 
Mg./ Mg. 
Sample Treatment 100Gm. 100 Mi. 
0 ee Mc ictanscondavecsvastecnsees 390 eee 
1 Dy Ga SENG exdavevaseednediecccecccscuss 75 Jon 
2 0, single cold soak, cooked................. 63 122 
8 0, triple cold soak, cooked...............+6 7 89 
4 0, triple warm soak, cooked..............+8 58 22 


One other experiment was performed. Since, in the average 
kitchen, the amount of salt put on the pieces of meat is 
taken haphazardly, a greater amount of salt was used for 
the treating process. A single piece of raw beef weighing about 
5 Ib. (2.3 kg.) was divided into three equal portions. An 
adequate part of each portion was removed and composited 
to form a control sample. One portion was boiled without 
addition of salt, and meat as well as broth was analyzed for 
the sodium content. The two remaining portions were salted, 
and a small slice of each was taken for study before cooking. 
One piece was boiled in water, and meat and broth were 
analyzed. The third piece was cut in two and broiled. The 
next table shows the results of this procedure. 


Na Found, 
Sample Analyzed Mg./100 Gm, 
Bs SE 6 vecvavecsisoengsidesdnnhs cnwedessediveNess 64.9 
I, CL cutcdvcnnembnenbnniet- cess erneebsesnenne 34.6 
Broth from unsalted, boiled meat..............ceeeeeee 23.6 
BOG, SETI CEBONEEE) ..0 cocccncccccoscccccescescesvecubice 705.0 
ch ic rebiinsesesvatventaieiess cate oesouseos 334.0 
Broth from treated, boiled meat............seesececeeee 372.0 
OEE, Ce se dwewedvtdeerets cebdcsesebieivescenances 875.0 


The data obtained prove first that the processing of raw 
meat according to Jewish dietary law increases the sodium 
content remarkably. From the second table it can be seen 
that, if salting is not excessive, cooking takes out practically 
all of the added sodium. The sodium content of the differ- 
ently prepared specimens in the same table is very close to 
that found in meat not salted before cooking. This proves 
that the moderate amount of salt added goes into the soup in 
the cooking. It is justifiable, in a salt-poor diet, not to permit 
the patient to eat the soup if the meat was processed before 
in the ritual way and not to allow him to eat fried or broiled 
meat of this kind. It is clear, on the other hand, from the 
figures in the second table that soaking the salted meat in 
cold or warm water before cooking removes the salt sprinkled 
on the surface quite well, especially if that soaking is in 
warm water and the amount of salt is not excessive. 

In the second experiment, the sodium content of the meat 
was much higher than in the first. This was probably due to 
the high amount of salt used. It can also be seen that when 
the salted meat was not soaked twice for half an hour its salt 
content remained high and boiling removed only a little more 
than half the salt content. It is interesting to note that broil- 
ing reduced the sodium content to a high degree, but not so 
much as boiling does. Apparently, a considerable amount of 
the salt put on the surface of the piece is carried away by 
the dripping fluid during broiling. It seems that if treated 
meat is to be used in a salt-poor diet, the cook should use a 
minimum of salt, allow the meat to stand only for the re- 
ligiously permissible minimum of time, cook the meat in a 
generous amount of fluid and throw the broth away. 


Bruno Kiscu, M.D. 


845 West End Ave. 
New York 25. 
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COUNCIL ON MEDICAL SERVICE 








This is the seventh in the series of articles on Physicians 
Placement written by medical students from Northwestern 
University Medical School after visiting the states for the 
purpose of studying the program on the state level. 


PLACEMENT OF PHYSICIANS IN TEXAS 
STATE CONDITIONS IN GENERAL 

In most areas the state of Texas is adequately supplied with 
physicians. Within its boundaries there is one physician for 
every 813 persons. This physician population ratio compares 
favorably with the national average of one physician to every 
730 persons. But, because Texas has so many square miles of 
sparsely populated land, the larger proportion of the physicians 
are located in towns ranging from 1,000 to 25,000. Even in 
view of this, the acknowledged need for more physicians is 
in towns with populations less than 25,000. Geographically, 
the maldistribution of physicians can be pointed up by 
considering roughly the eastern and western portions of the 
state. The eastern half is well populated and has more than 
an adequate number of physicians in relation to population. 
The western half, including the Panhandle, is, in general, 
sparsely populated range land with fewer physicians in relation 
to population. Of the 254 counties in Texas, a survey in 1951 
showed that 10 had no physician. All of the 10 counties were 
in the western part of the state. Of these 10, only one area 
indicated a population concentration sufficient to support a 
physician. 

The attitude of the people toward travel affects the demand 
for medical care. In the western areas, persons will travel as 
much as 30 or even 50 miles without complaint to reach a 
physician. In the eastern areas with the greater concentration 
of people, patients prefer to have medical service located, so 
to speak, at their fingertips. There are, in Texas, a large 
number of privately owned hospitals. The staff of such a 
hospital is frequently closed, because the present staff owns 
the hospital. This situation sometimes discourages additional 
physicians from entering such areas, but the Hill-Burton 
program now offers some relief. Another factor complicating 
medical practice in some areas is the number of “cultists.” 
They tend to gravitate toward the sparsely populated areas 
that have a low physician-population ratio. This is particularly 
true in the Panhandle and West Texas areas. 


HISTORY OF PHYSICIANS PLACEMENT 
The Relocation Service, as it was known in the beginning, 
grew out of the wartime Procurement and Assignment Service 
and has been carried on as a placement service for physicians 
by the staff of the central office of the Texas Medical Associ- 
ation under the direction of the office of the elected secretary. 
Between 1946 and 1948, the central office rendered a very 
informal type of service to physicians who wrote to or visited 
the central office. A simple card index file of communities 
needing a physician was maintained, and the names of places 
suitable for establishing a practice were supplied in reply to 
the inquiring physicians. Most of the inquiries were from 
returning medical officers. In 1949 this informal service was 
placed under the supervision of the state Council on Medical 
Economics. At that time a staff member of the central office 
was delegated the full responsibility of operating a “clearing 
house” type of informational service to the communities in- 
dicating need of a physician and to the physicians seeking 
locations. Originated primarily to help physicians, the program 
of this placement service has been broadened to provide 
extensive assistance for all communities seeking adequate 
medical care. 


STRUCTURE OF THE PLACEMENT SERVICE 
The Physicians Placement Service is conducted in the central 
office of the Texas Medical Association as a function of the 
state Council on Medical Economics. The director of the 
service is Mrs. Wacille Johnson, who has been a member of 
the staff of the central office for three years. There is at 
present no field representative working for the Physicians 
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Placement Service with the delegated responsibility of investi- 
gating and evaluating requests from communities for aid in 
obtaining a physician. Since this function would be a valuable 
adjunct to the services now offered to the inquiring physician, 
employment of a field representative is under consideration. 


METHOD OF OPERATION 

Requests from Doctors.—Requests come from doctors de- 
siring aid in relocating their practice, from returning medical 
officers wanting a location, and from hospital interns and 
residents desiring information and guidance. In addition, copies 
of letters from physicians sent originally to the Physicians 
Placement Service of the American Medical Association are 
forwarded to the Texas Medical Association. These requests 
are answered promptly by a mimeographed letter acknowl- 
edging receipt and describing the services rendered by the 
office. This answering letter is accompanied by a “location 
form,” which is a questionnaire designed to collect information 
on the physician’s educational background, his age, date and 
place of birth, experience in medical practice, military service 
and military status, and his preferences as to type of practice 
and size of community, as well as the date that he will be 
available for practice. When the completed questionnaire is 
returned by the physician, Mrs. Johnson places his name and 
address on the mailing list of available physicians desiring 
locations in Texas. Then he is sent a booklet, “Location 
Opportunities for Physicians in Texas,” which describes current 
location opportunities in the state for both general practice 
and specialty practice. Each month he receives a supple- 
mentary booklet containing all new locations and names of the 
towns where openings have been filled so that he may bring 
his booklet up-to-date. From the information in the booklet, 
he may form his own evaluation of the desirability of the 
location, the ability of the community to support a practice, 
its interest in having a doctor, and the need of the community. 
To keep its listing of physicians current, the placement service 
sends letters every three months asking the physicians to 
advise if they have located or still desire to be on the mailing 
list. 


Requests from Communities—Letters from responsible 
citizens in a community, such as mayors, local pharmacists, 
and members of the chamber of commerce, come to the 
Physicians Placement Service requesting aid in obtaining a 
physician for their town. This office is also advised by the 
Selective Service System of the imminent call of a physician 
located in a small community, usually 30 to 60 days prior to 
the date of call. In this way efforts can be made to secure a 
replacement before the physician must leave the community. 
In addition to these methods of learning about locations need- 
ing a physician, the office receives referrals of requests from 
communities seeking to obtain a physician from the Physicians 
Placement Service of the American Medical Association and 
the deans of the medical schools in Texas. The placement 
service acknowledges these requests by a personal letter 
explaining the services that are available to the community. 
If the request is not from a physician seeking an associate, the 
correspondent is advised that the need for a physician must 
be verified by the secretary of the local county medical society 
and that this will require a short delay in follow-up. The 
placement office then contacts the secretary of the county 
society in whose county the request originated to confirm that 
the request is bona fide. He is asked to complete a question- 
naire designed to collect information that can best be supplied 
by a professional man familiar with local circumstances. His 
opinion is asked regarding the validity of the request, the 
need of the community for more doctors, the desirability of 
the location to a physician and his family, and whether a new 
physician in that territory could obtain staff privileges at the 
nearest hospital. 

After the need has been confirmed, the placement service 
sends a letter containing a list of physicians desiring locations 
in Texas and a questionnaire to the “contact man” in this 
community. In its letter the placement service suggests that it 
will furnish on request any further information about any 
of the listed physicians, such as age, training, military status, 
or other data that are maintained on file. The questionnaire 
is designed to gain information concerning the medical care 
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situation in the community as well as all of the advantages 
that the community can offer a doctor in the form of office 
or clinic facilities, opportunity for home life, and any special 
arrangements offered as inducement to a physician. Mrs. 
Johnson believes that community projects such as these are 
strong indications that the people are interested in having a 
physician and will support his practice. From the question- 
naires executed by the county medical society and the com- 
munity, information describing the location is compiled, 
mimeographed, and included in a booklet, “Location Oppor- 
tunities for Physicians in Texas.” Copies of this booklet are 
sent to all physicians seeking location in Texas. 

Recently the style of this booklet was changed because the 
listing became too large, containing nearly 100 openings for 
general practitioners and specialists. Listings require cutting 
new stencils every three months in order to keep up-to-date 
and maintain alphabetization by county. A single change 
required a complete recutting of the entire listing and, there- 
fore, much time and duplication of effort. To reduce the work 
involved in keeping the listing current, the information on 
each opening is cut on a separate stencil, and many copies 
are mimeographed at one time. Booklets are easily assembled 
and easily revised, since a single change now requires the 
recutting of but one stencil. Booklets listing openings in 
general practice and openings in various specialties are pre- 
pared separately. Physicians have received the booklet favor- 
ably because each location has been discussed in sufficient 
detail to be useful in helping to decide which locations should 
be investigated further. The items of information on each 
opening include the name of the community and county in 
which it is located, general section of the state, population 
of the community and surrounding trade area, number of 
physicians in practice or distance the residents must travel 
to each nearest physician, the distance to hospital facilities, 
the possibility of staff membership for a new practitioner in 
the area, and names of the nearest large towns. Also listed 
are any special inducements that the town is prepared to offer, 
such as housing, office space, and office equipment. Other 
items listed are major sources of income in the community, 
number of churches and their denominations, school facilities, 
facilities for recreation, and the name and address of the 
person to contact. Every three months when the booklet is 
revised, copies are sent to the administrators of hospitals in 
Texas having approved intern-resident training programs, to 
the deans of all Texas medical schools, and to other interested 
organizations outside of the state, so that they may be posted 
and made available to medical students, interns, and interested 
persons. A mimeographed letter accompanies these booklets 
inviting requests for additional copies and stating that the 
services of the placement service are available on request. 


Policy Toward a Community That Does Not Qualify for 
Listing.—Infrequently, county society investigations of a com- 
munity requesting aid reveal that the need is questionable. 
There may be many reasons; it may be a seasonal resort area 
with a large fluctuation in population that would make it 
impossible for a physician to earn a living during the off- 
season time of the year. The population concentration may 
be too small to support a physician, or the area may have 
such a low income per capita that it may not be able to 
support a physician. Sometimes the request is from an area 
adequately provided with medical care in adjacent areas, so 
that there is no real need for another physician there. These 
and various other reasons may make the location unsuitable 
for listing as an opening for a medical practice. In each case, 
Mrs. Johnson writes a letter to the community stating that 
the Physicians Placement Service office is sympathetic with 
the situation there, but, because the need for a physician was 
not confirmed by the local county medical society (the stated 
reasons are included), her office cannot list the community in 
the regular publications. 

Statistics —A final review of the number of physicians and 
communities aided by the placement service provides some 
idea as to the extent and effectiveness of the service rendered 
the people and physicians in the state by this activity of the 
Texas Medical Association. Between January, 1952, and 
January, 1953, the Physicians Placement Service handled 
requests from 399 physicians seeking locations in Texas. One 
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hundred of this number located in Texas, and 136 were 
dropped from the list for various reasons. Some physicians 
had resumed medical training, some had entered military 
service, and others had located in other states. There were, 
at the end of the year, 163 physicians who were still interested 
in locations in Texas on the mailing list. During the same 
one year period, the placement service had requests for aid 
from 180 communities in the state seeking a physician. Sixty- 
five of these locations were filled, and 26 were removed from 
the list for various reasons. As of August, 1953, the Physicians 
Placement Service had a mailing list composed of 96 com- 
munities seeking physicians and of 122 physicians seeking 
locations in Texas. 


DOCTOR DISTRIBUTION PROGRAM 

Although satisfied that the placement service is rendering 
a service to the fullest extent of its ability and responsibility, 
the Texas Medical Association believed that a more direct 
effort to overcome the maldistribution of physicians in Texas 
should be investigated and undertaken. Accordingly, the public 
relations committee in conjunction with the rural health com- 
mittee proposed to the board of trustees of the association 
that a “special committee on doctor distribution” be formed 
to conduct a series of surveys covering the major aspects of 
the distribution and availability of medical care and personnel 
in the state. Subsequently, this proposal was brought before 
the house of delegates, which voted funds for the operation 
of this special committee. 

Four Point Program.—The program of the Special Commit- 
tee on Doctor Distribution was divided into four phases. The 
first two phases consisted of conducting surveys to determine 
facts about the Texas physicians and to learn what the laity 
want. The last two phases consisted of direct contact with 
communities in order to investigate any need indicated by 
the surveys and to aid communities to develop programs to 
secure physicians. The entire program is designed to supple- 
ment the efforts of the Physicians Placement Service. It will 
in nO manner compete with the present placement service or 
supplant the need for an active placement service. It is hoped 
by the Texas Medical Association that this program wil bring 
about public understanding of its efforts to secure a better 
distribution of doctors throughout the state. Such a program 
may also help to offset criticism that has arisen in some areas 
where there seemed to be a lack of medical service and where, 
however, it became evident upon investigation by the county 
society that a physician either was not needed or could not 
be supported. In these cases, the only course remaining for 
the placement service was to try to inform the community 
tactfully of the facts. In a few instances this has stimulated 
a feeling that the Texas Medical Association is not willing to 
help the community involved. The association believes that a 
definite plan should be worked out to show the people why it 
would be very hard to interest a doctor to settle in such a 
location. This will be part of the responsibility of the Special 
Committee on Doctor Distribution. 

The first phase of the program has been completed. This 
was a survey to ascertain the mass viewpoint of the medical 
profession as to the distribution of doctors in Texas. Over 
6,500 questionnaires were mailed to Texas physicians. There 
was an overwhelming response by the profession; over 6,000 
questionnaires were completed and returned. Included in the 
questionnaire were questions as to the type of practice en- 
gaged in, age of physician, years of practice, percentage of 
time spent in practice, type of calls made, average number 
of patients per doctor, and other questions, such as the phy- 
sician’s opinion of his county’s ability to provide adequate 
medical care. The second phase of the program is to deter- 
mine what the people want. Plans are being developed to 
conduct a survey by dividing the state according to councils 
or districts, which is the system of division in the state medi- 
cal society. In each district, a three-man committee consisting 
of a counselor and two assistants has been set up and author- 
ized to make an on-the-spot survey of the situation. From 
the answers to their questions, the committee will grade the 
needs of the communities. The grading and evaluation of the 
degree of urgency of need and the desirability of the location 
to a physician is the third phase of the special committee’s 
program, and it will be accomplished by applying the new 
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priority rating plan developed by the American Medical Asso- 
ciation. This will be the first attempt on a state-wide basis to 
apply the priority rating and may well determine its useful- 
ness in other parts of the U. S. With the information gained 
by this survey and with an accurate picture of the relative 
degree of need and desirability of the communities requesting 
a physician, the medical association will be in a better posi- 
tion to show the doctors desiring a location the relative merit 
of each location. The association will be able to increase its 
efforts to help the communities most in need and to point up 
to a community with a low desirability priority rating the 
steps it can take to increase its attractiveness to a physician. 

The fourth phase of the program is to show the community 
that needs a physician how it may best attract him, or to 
explain to the community why it does not need a physician. 
To aid in this the committee on doctor distribution is pre- 
paring a booklet, “My Town Needs a Doctor,” setting forth 
definite plans on how to make a community more attractive 
to a physician and also giving pertinent reasons why some 
communities will not be able to secure a doctor’s services. 
It is hoped that such a procedure will lessen the degree of 
misunderstanding that has arisen in some communities as a 
result of their inability to get a doctor to locate there and 
serve them. The over-all accomplishment of such a program 
should be a major contribution in ascertaining accurately the 
needs of rural communities for more physicians and should 
convince the people of Texas that the Texas Medical Asso- 
ciation is definitely attempting to solve the problem of mal- 
distribution of physicians in the state. 

Trial Run of Program.—Because Texas is such a large state 
and many unforeseen problems may be involved in carrying 
out the entire program of the special committee, plans are 
under way for a trial run in a central district that includes 
10 counties. Letters outlining the program will be sent to the 
presidents of the county medical societies in the district. 
Simultaneously, letters will go to the physicians practicing in 
the district, inviting their opinions on the need for additional 
physicians in their communities. Later letters will be sent to 
the secretaries of the chambers of commerce in the district, 
explaining the survey and inviting them to contact the com- 
mittee if they believe additional physicians are needed in 
their communities. The replies from communities indicating a 
desire for additional physicians will be acknowledge, and the 
booklet, “My Town Needs a Doctor,” will be sent to them. 
It is an eight-page folder with outlined suggestions stressing 
community responsibility in getting and holding doctors. Sub- 
sequently, the counselor of the district and his committee will 
go to the town and talk to any doctors located there and to 
members of the chamber of commerce or the mayor. In the 
presence of all interested, the committee will apply the 
A. M. A. priority rating system to the community to evaluate 
the degree of need and desirability. If the town cannot sup- 
port a practice of medicine or does not need a doctor, there 
will be evidence to explain the situation. If the town is in 
need of a doctor, its citizens will be assured that the place- 
ment service will help them. 


Increased Service with State-Wide Plan.—After the Special 
Committee on Doctor Distribution has made a trial run and 
ascertained the success of the program, a full-range plan will 
be set up for the entire state, which will integrate the efforts 
of the special committee and the placement service. The com- 
munities in the state that are found in need of additional 
physicians will be referred to the placement service office. 
The regular procedure of sending listings of physicians seek- 
ing locations to the towns and of gaining information from 
the towns will be followed as in the past. The communities 
will be listed in the booklet “Location Opportunities in Texas 
for Physicians,” which will be sent to all physicians on the 
mailing list. The placement service will supplement the efforts 
of the special committee in helping the community to develop 
an active program to attract a physician. To do this, the 
office will send to the community the new A. M. A. booklet, 
“A Doctor for Your Community,” designed to assist the com- 
munities with ideas on developing, expanding, or improving 
their present facilities for a physician. Eventually the place- 
ment service hopes to have a representative from their office 
personally visit all communities requesting assistance and help 


COUNCIL ON MEDICAL SERVICE 1475 


them solve their problems. Having a field representative would 
obviate the need of all of the questionnaires and form letters 
now used, since he could collect information on the spot. 


PROGRAMS ENCOURAGING GENERAL PRACTICE 


Loan Fund.—A controversial course was launched in 1952 
when an amendment to the state constitution was put before 
the citizens by referendum. The amendment established a 
state program and fund to subsidize the cost of educating 
medical personnel. It read: 

The legislature shall create a State Medical Education Board to be 
composed of not more than six members whose qualifications, duties and 
terms of office shall be prescribed by law. The Legislature shall also 
establish a State Medical Education Fund and make adequate appropri- 
ations therefore to be used by the State Medical Education Board to 
provide grants, loans or scholarships to students desiring medicine and 
agreeing to practice in the rural areas of this State, upon such terms and 
conditions as shall be prescribed by law. The term “rural areas” as used in 
this Section shall be defined by law. 


The opponents of this amendment pointed out several weak 
features, which were summarized in the San Antonio Express 
and other Texas newspapers: 

The term “medical” is not defined. It is left to the legislature to 
determine whether it would include dentists, veterinarians, osteopaths, 
chiropractors, nurses and technicians. 

There is no limit on the number of persons whose education could be 
subsidized or on the amount of money the legislature must appropriate 
to operate the board and fund. 

It is a step toward socialized medicine. 

Additional funds to be appropriated would not be available within 
present estimates of state income and would require further taxes. 

It does not restrict assistance to Texas citizens nor require that medical 
education financed under it would be acquired in Texas schools. 

Another board or bureau would be added to the already unwieldy state 
governmental structure.* 


Although the organized medical profession in Texas took “a 
dim view of the amendment,” it passed by a small margin. 
Since that time, the legislature has not enacted a program 
nor provided funds for its operation. 

Preceptorships.—The University of Texas Medical Branch, 
in cooperation with the Texas Medical Association and the 
Texas Academy of General Practice, has an active preceptor- 
ship program. Each senior medical student must apprentice 
himself for 11 weeks to an approved “preceptor” before he 
may graduate. He lives and works with his “father in medi- 
cine” in private practice. The Texas medical profession and 
the university expect to see a sharp increase in the number 
of young physicians seeking to practice medicine in rural areas. 

Postgraduate and Refresher Courses.—Physician members 
of county medical societies frequently are privileged to hear 
top-notch scientific programs in their home communities by 
means of postgraduate telephone broadcasts staged under the 
active sponsorship of the Texas Medical Association. From 
one of the teaching centers of the state, a program originates 
consisting of a discussion by experienced clinicians and 
teachers on a selected topic. Certain visual aids are made 
available to the listeners with each program from the special 
committee on postgraduate work. With this arrangement, 
there is little difference from the listener’s viewpoint in hear- 
ing the program or actually being in the presence of the 
speakers. The University of Texas School of Medicine has 
organized teams that are available to county medical societies 
anywhere in the state for short-term refresher courses in 
pediatrics, obstetrics and gynecology, medicine, surgery, physi- 
cal medicine, basic sciences, and tumor clinics. 

The Postgraduate School of Medicine of the University of 
Texas, with its central division in Houston and subdivisions in 
San Antonio, San Angelo, Temple, Lubbock, Corpus Christi, 
and Tyler, offers postgraduate refresher courses. This disper- 
sion of the faculty brings the courses closer to the physicians 
in outlying areas. Baylor University College of Medicine and 
Southwestern Medical School of the University of Texas also 
have postgraduate refresher courses throughout the year. The 
Academy of General Practice sponsors refresher courses 
primarily for general practitioners during the year. The Texas 
division of the American Cancer Society, usually in collabo- 
ration with the local county medical societies, sponsors weekly 
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tumor clinics in many places in the state. Both the Postgradu- 
ate Medical Assembly of South Texas and the International 
Postgraduate Medical Assembly of Southwest Texas hold regu- 
lar meetings for physicians. There are various clinical con- 
ferences held throughout the state. The Dallas Southern 
Clinical Society holds spring conferences and short refresher 
courses throughout the year. In Wichita Falls, Waco, and 
Fort Worth, one day clinical conferences are held for inter- 
ested physicians. 

Special Services Available to Rural Physicians—The M. D. 
Anderson Hospital for Cancer research, diagnosis, and treat- 
ment is open to patients referred from physicians throughout 
Texas. The University of Texas Medical Branch in Galves- 
ton, with its hospitals, laboratory facilities, and faculty, is 
available for consultation and care of referred patients. 

Expansion Program for Medical Schools.—The legislature 
has appropriated funds for the expansion of the present state- 
subsidized medical schools. The first unit of permanent build- 
ings will be built in Dallas at Southwestern Medical School, 
which has been in operation in temporary quarters for several 
years. The expansion program of the University of Texas 
Medical Branch in Galveston is in the final stages of com- 
pletion. The funds for the program were appropriated by the 
legislature from the general funds. The expanded facilities 
will increase the teaching capacity of the school approximately 
25%. 
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MEDICOLEGAL ABSTRACTS 


Malpractice: Childbirth—This was a suit for damages against 
the defendant physician for alleged negligent treatment and 
care during an obstetric case. From a judgment in favor of 
the plaintiff, the defendant physician appealed to the Supreme 
Judicial Court of Massachusetts. 

The defendant was an obstetrician of wide experience, whom 
the plaintiff first consulted on Aug. 29, 1946, when she was 
about four months pregnant with her first baby. It was agreed 
that he would give her prenatal care and would deliver her 
baby at a certain hospital in Cambridge, the city in which 
she lived. She visited his office every few weeks, and all was 
proceeding in a normal manner. Her sixth and last visit was 
on Jan. 6, 1947, within three or four weeks of her expected 
date of confinement. The defendant testified that on that 
occasion everything was normal, including the position of the 
fetus, which he did nothing to change as the head was 
engaged in the pelvis. On the other hand, the testimony of 
the plaintiff was that on that occasion the defendant caused her 
to lie on the examining table, listened to the fetal heart, and 
“turned the child”; that he placed his hands on each side of 
her abdomen, and with “a quick sharp motion he pushed his 
hands down so that what was in her stomach turned around”; 
that she felt a sharp pain and screamed, “What are you do- 
ing?”; that the defendant replied, “I pushed the child’s head 
downward”; that she experienced “a terrible sharp gripping 
pain . . . all over her stomach”; and that he told her to 
expect the baby at any time, to call him at the first sign, and 
that he would come as soon as she called. 

The plaintiff further testified that about 11 o’clock that 
same evening, while in bed, she felt a sudden gush of blood, 
which “hit down to her ankles” with great force. It was 
“coming down all the time,” and she suffered great pain. The 
plaintiff's husband testified that about 11:30 p. m. he tele- 
phoned the defendant and told him that she was ready to go 
to the hospital, was gushing blood and suffering severe ab- 
dominal pain, and that the defendant should come immedi- 
ately; that the defendant told him to observe the plaintiff for 
an hour and to call him back; that he observed the plaintiff's 
condition; that there was “more blood all over the blanket, 
a lot of blood”; that he called the defendant again in half 
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an hour, he could not wait the full hour; that he told the 
defendant that she was continuing to bleed and was suffering 
great pain and asked what he should do; that the defendant 
said that it sounded like a separation of the placenta, and that 
the defendant would meet him at the hospital immediately; 
and that he then drove the plaintiff to the hospital, arriving 
at 12:30 a. m. What happened during the remainder of the 
night, said the court, is disputed. The defendant testified that 
he received a telephone call from the hospital at 1 a. m. and 
went there immediately, arriving at 1:30; that he examined 
the plaintiff and observed that she was in mild labor; that he 
was not certain that true labor had started; that her mem- 
branes had ruptured; that he observed no blood; that he 
concluded that the fetal heartbeats were normal; that after 
15 minutes he went to another patient at another hospital; 
that, when he left, the baby was alive and “things were 
proceeding along”; that around 5 a. m. he received a telephone 
call from the night supervisor to the effect that the patient 
had become nauseated, vomited, and passed two blood clots, 
after which the nurse listened for the fetal heart beat, which 
had not been present for a half hour; that his diagnosis at 
that time was separation of the placenta, and he felt able to 
make that diagnosis from the telephone conversation; that 
after receiving “a call of that nature, passage of the blood, 
abdominal pain,” his first duty was to go to the hospital 
immediately; that he always did that; that that was the ac- 
cepted practice in the community; that he saw the plaintiff 
a little after 5 a. m.; and that he could not hear the fetal 
heartbeat, the obvious explanation being that the baby was 
probably dead and had died during his absence. 

On the other hand, there was testimony from another 
patient that she was in the “labor room” with the plaintiff from 
about the time of her arrival; that she did not see the de- 
fendant there at any time between 1 a. m. and 3 a. m.; that 
she saw two doctors between 7:30 a. m. and 8:30 a. m.; and 
that they were the first men she saw in the room. The 
plaintiff testified that she saw no doctor before 3 a. m.; and 
that the first time she saw the defendant was in the morning 
daylight. The plaintiff's husband testified that he stayed at 
the hospital until 3:45 a. m.; that he did not see the defendant; 
that he received a telephone call from the defendant between 
7 a. m. and 7:30 a. m.; that the defendant said, “I just 
arrived. Come down immediately. It is important, but don’t 
be alarmed”; that he went to the hospital; and that then the 
defendant informed him that the plaintiff must have an 
operation. A cesarean operation was performed at 11 a. m. 
The baby was born dead. The defendant’s diagnosis was con- 
firmed. The placenta was completely detached. The plaintiff 
“had the ultimate in complication of abruptio placentae.” 

There was considerable expert testimony from the defendant. 
There are four types of separated placentas. In the type that 
the plaintiff developed, there is bleeding into the muscle fiber 
of the uterus. This is a very serious complication, and, when 
diagnosed properly, a cesarean operation should be performed 
and the uterus emptied as quickly as possible. It is unusual 
for the placenta to separate before the baby leaves the womb. 
There are a number of causes for such an occurrence: 
trauma; version, properly or improperly done; and any dis- 
turbance of any magnitude to the fetus or to the mother. A 
version is a procedure whereby the baby’s position is changed 
externally. It means that if the buttocks were downward, 
the baby is turned around so that the head would be down- 
ward. The defendant testified that there was no version 
operation on the plaintiff because the head was always down; 
that he never told her that he performed a version operation; 
that version was one procedure he had been set against his 
whole life; that he had always taught and preached against 
it; that it was accepted practice in some places, some people 
did it, but that he did not do it, because he thought the 
procedure was highly dangerous. 

On the evidence, said the court, it could have been found 
that the defendant made a diagnosis of a separated placenta 
as early as 12 p. m. on Jan. 6; that he did not see the plain- 
tiff until dawn or 7 a. m. on Jan. 7; and that, in the type 
of separated placenta that the plaintiff had, when diagnosed 
properly, a cesarean operation should have been performed 
and the uterus emptied as quickly as possible. The jury could 
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have found that the information that the husband testified he 
gave the defendant before midnight of the day before was 
similar to that that the defendant testified he received from 
the night supervisor, and that, in accordance with his own 
testimony as to the practice in the community, he should 
have gone to the hospital the night before or, in any event, 
before dawn. Moreover, if the jury believed that a version 
was performed on the plaintiff, they could find that the 
defendant had within 24 hours performed an act that he 
believed to be dangerous and that, however well done, could 
be a cause of a separated placenta. In these circumstances, 
the court concluded, without reference to the extracts from 
the medical treatises introduced in evidence, the jury could 
find that defendant did not exercise the care and skill required 
of him as an obstetrician. The plaintiff sustained harm. We 
cannot accept the defendant’s argument that evidence of causal 
negligence was lacking. In view of the fact that there was 
substantial evidence to sustain the finding of the jury, the 
judgment of the trial court was affirmed and the defendant's 
exceptions overruled. Thomas v. Ellis, 106 N. E. (2d) 687 
(Massachusetts 1952). 
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The following material is based on a public relations manual 
issued by the Public Relations Department of the American 
Medical Association.—Ep. 


DISCUSSION OF THE FEE 

Medical men must guard against living beyond their in- 
comes or flashing funds in their communities. When a phy- 
sician frankly discusses fees in advance with his patients, even 
to the point of describing just how he arrives at a fee, mis- 
conceptions about overcharging are eliminated. One doctor 
writes that, with 95% of his patients, three minutes at the 
end of the visit explaining the medical bill will insure financial 
success. If patients are made to feel that the physician is 
sincerely interested in the problems—financial as well as 
medical—the doctor-patient financial relationship can soon be 
much improved. 

Both physieian and patient may be reluctant or embarrassed 
to bring up the question of fees—if the patient does not in- 
quire, it is the responsibility of the physician to open the 
subject as tactfully as possible. Because the doctor’s responsi- 
bility to explain fees extends to other areas of medical care 
including hospital and drug costs, some societies in co- 
operation with local hospitals have worked up estimate sheets, 
which are filled out by the physician before a patient enters 
the hospital. Individual doctors occasionally work up their 


-own estimate forms when a patient is embarking on long- 


term treatment. 

From a successful physician comes this suggestion: “In 
estimating fees, if 1 am in doubt, I estimate the charge a 
little higher than it may be. Then the patient is pleased when 
he later receives a bill for a smaller sum.” Most patients do 
not object to fair, understandable charges; they do object to 
unexplained, unexpected charges. It is up to America’s phy- 
sicians to prevent misconceptions about medical fees and medi- 
cal economics. 

Costs of illness can be reduced in many ways. Whenever 
possible, point out to patients that it is more economical to 
treat them in the office than in their home or at the hospital. 
The number of unnecessary calls can be reduced by more 
effectively using the telephone. For example, a patient who 
comes into your office for treatment of a minor condition 
can be told: “I doubt if you will have any more trouble but 
call me in a day or two and let me know how you are.” This 
shows interest and yet saves the patient the price of an office 
call he may not need. The doctor can reduce medical costs, 
too, by performing only those tests and procedures that will 
directly help in diagnosis and treatment. One medical leader 
says: “Use hospitals and tests only as necessary; these are ex- 
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pensive items. Don’t forget that overuse affects the insured 
just as much as the man who pays his bills directly; the pre- 
mium simply goes up. Don’t prescribe high cost items when a 
comparable low cost item is available. When cost is a factor 
in a case, don’t write prescriptions for the costly newer drugs 
unless their use is clearly indicated, and their administration 
should not be continued unless positively favorable results are 
obtained in a reasonable period of time and minimal dosage 
determined.” 

Do not prescribe drugs in large quantities. This is a waste 
of the patient’s money. Some patients are told by their phy- 
sicians to buy 20 tablets when 10 would suffice. A physician 
may not have a real idea of the cost of the items he is pre- 
scribing. He can do his patients a real service by checking 
with local druggists and working up an informal comparative 
price list on various items. On this basis he can bring his 
patients’ drug bills down somewhat. 

Irritating to both physicians and patients alike is the house 
call that involves several members of the same family. For 
instance, a doctor is called to see little Johnny who has the 
flu. When he arrives, the mother and father also ask him 
to check the three other children. If he renders a bill for 
service to four children, the family is angry. Yet in a way it is 
an imposition to expect a physician to see four patients and 
receive payment for service to only one. The answer to this 
problem seems to lie in the amount of time the call necessi- 
tates. If extensive medical service is given to all four children, 
then certainly a higher bill is indicated. Otherwise, the phy- 
sician may charge for one house call—or charge a slightly 
higher fee. 

To sum up, the physician can save money for the patient 
by recommending office calls rather than house or hospital 
calls, if such procedure is clearly warranted; reducing un- 
necessary office visits by using telephone follow-ups; perform- 
ing expensive tests only when necessary; using hospitals only 
when necessary; prescribing low-cost drugs rather than high- 
cost items when possible; and by prescribing only for quantities 
needed, 
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Retire to Life: 16 mm., black and white, sound, showing time 20 
minutes. Produced by the University of Oklahoma for the Oklahoma 
State Department of Health, A. A. Hellams, Psychiatric Consultant. 
Procurable on rental or purchase from International Film Bureau, 57 East 
Jackson Blvd., Chicago 4. 


This film contrasts retiring from life with retiring to life. 
The first two-thirds of the film shows the problems en- 
countered subsequent to retirement by a man who had not 
planned in advance for his retirement and intended o spend 
the rest of his time fishing and loafing. He became increasingly 
morbid and terrifying until he reached the point where it would 
be difficult for the average person of his age to identify him- 
self with the character in the film. After a young man 
acquainted him with the real problem and gave him useful 
employment that rehabilitated him, he managed to go through 
an adjustment very quickly. 

The tempo of the entire film is slow. Owing to the frus- 
trations of the main character in attempting to find his place 
in the world, it becomes a very heavy and oppressive story. 
It appears that the purpose of this film is to teach persons 
in their 50’s and 60’s the necessity of preparing for retirement 
and developing a willingness to retire to life rather than from 
something. It would be useful also for those who are con- 
cerned with counseling older persons in matters of health 
and social adjustment. This movie might be used with audi- 
ences of community workers and employers to make them 
more aware of the problems facing older persons. It would 
not, however, help old persons themselves to find more satis- 
fying adjustments. In fact, it would be far more likely to 
arouse their anxiety. The photographic and sound qualities 
of this film are very good. 
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MEDICAL LITERATURE ABSTRACTS 


UNITED STATES 


A.M.A. Arch. Otolaryngology, Chicago 
58:235-376 (Sept.) 1953 


Cortisone and Acute Lye Corrosion of Esophagus. V. M. Smith, J. R. 
Compton and E. D. Palmer.—p. 235. 

Congenital Laryngeal Stridor. G. Kelemen.—p. 245. 

Penicillin as Thromboplastic Agent. B. M. Volk and S. Mukerji.—p. 269. 

Vertigo: Therapeutic Approach Based upon Its Physiopathological Aspect. 
B. Welt.—p. 273. 

Pistonphone. F. L. Dunn and W. E. Rahm Jr.—p. 301. 


A.M.A. Arch. Surgery, Chicago 


67:297-492 (Sept.) 1953 


Critique of Articular Replacement. S. S. Hudack, W. H. McGaw, W. S. 
Duncan and others.—p. 297. 

Cardiac Arrest: Its Prevention and Treatment. E. H. Fell, L. F. Peterson 
and N. Chun.—p. 312. 

Surgical Treatment of Congenital Funnel-Chest Deformity. E. B. 
Mahoney and G. L. Emerson.—p. 317. 

*Surgical Aspects of Spontaneous Hypoglycemia Due to Occult Insulinoma. 
F. A. dePeyster and R. K. Gilchrist.—p. 330. 

Method of Gastrointestinal Anastomosis. E. P. Vary.—p. 341. 

Surgical Treatment of Postirradiation Rectal Stricture and Rectovaginal 
Fistula. E. S. Brintnall.—p. 346. 

Polyps of Colon: Late Results of Transcolonic Removal. E. S. Judd Jr. 
and J. C. Carlisle—p. 353. 

Modified Technique for Total Colectomy in Ulcerative Colitis. L. S. 
Fallis and J. Barron.—p. 363. 

Transcranial Removal of Intraorbital Tumors, J. G. Love and H. W. 
Dodge Jr.—p. 370. 

*Nocardiosis: Aerobic Actinomycosis with Emphasis on Alimentary Tract 
as Portal of Entry. R. C. Hickey and E. M. Berglund.—p. 381. 

Malignant Tumors of Soft Tissues of Extremities. E. A. Lawrence, J. W. 
Dickey and F. Vellios.—p. 392. 

Splenic Puncture. D. O. Ferris and M. M. Hargraves.—p. 402. 

Clinical Aspects of Acute Peripheral Oligemia from Plasma Water and 
Sodium Salt Loss. R. E. L. Berry.—p. 408. 

Hemolytic Reactions Associated with Surgical Procedures. J. E. Conley, 
D. M. Willson, D. D. Claudon and D. G. Santer.—p. 426. 

Duodenal Ulcer Treated by Subdiaphragmatic Vagus Resection and 
Posterior Gastroenterostomy: Interim Report. S. O. Hoerr.—p. 436. 
Treatment of Duodenal Ulcer by Subtotal Gastric Resection: 10 Year 
Study. O. G. McDonald, M. G. Gillespie and R. H. LaBree.—p. 444. 
Surgical Treatment of Giant-Sized Benign Penetrating Ulcers of Stomach. 

H. H. Shoulders Jr. and C. E. Lischer.—p. 451. 
Evaluation of Protein and Fat Metabolism in Postgastrectomy Patients. 
L. I. Babb, A. B. Chinn, R. M. Stitt and others.—p. 462. 


Spontaneous Hypoglycemia Owing to Occult Insulinoma.—A 
diagnosis of insulinoma is indicated whenever a patient pre- 
sents the criteria constituting Whipple’s triad. These are (1) 
signs and symptoms of insulin shock, usually progressive and 
often induced by fasting or exercise; (2) repeated fasting blood 
sugar concentrations below 50 mg. per 100 cc.; and (3) 
symptomatic relief by dextrose administration. Insulinomas, or 
insulin-secreting islet cell adenomas of the pancreas, are fre- 
quently occult and may escape detection on surgical explora- 
tion. The adequacy of surgical therapy should, therefore, be 
substantiated at the operating table while the abdomen is 
open by (1) the demonstration of the tumor in the surgical 
specimen, confirmed by rapid histological examination, and 
(2) observation of a rise in the blood sugar level after re- 
section, as compared with the base level obtained from blood 
drawn during the exploration of the abdomen before resection 
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of the tumor. A comparative hyperglycemic response in the 
presence of an islet cell tumor demonstrated in the surgical 
specimen suggests that resection has been adequate. Failure 
to observe a significant rise in blood sugar indicates that 
further, and possibly even total, resection is needed. Subtotal 
pancreatectomy (at least to the right of the superior mesenteric 
vessels) may be expected to prove adequate in 75% of cases 
of occult adenomas; it should provide a 50% chance of cure 
for hypoglycemia owing to pancreatic hyperplasia and should 
also benefit two-thirds of the patients with hypoglycemia in 
whom the resected pancreas is normal. Hormone therapy may 
prove beneficial in patients who refuse surgical treatment or 
in whom the operative risks contraindicate operation. Surgical 
excision of the tumor is, however, the treatment of choice 
because from 5 to 10% of the pancreatic adenomas are 
malignant. In addition, an untreated insulinoma may cause 
irreversible damage to the central nervous system by pro- 
ducing progressive attacks of hypoglycemia. 


' Nocardiosis.—Nocardiosis is an actinomycotic infection caused 


by an aerobic genus of the family Actinomycetaceae. Nocardia 
asteroides is the fungus most frequently responsible for the 
infection, which may vary from a frank abscess to a granulom- 
atous lesion. The invading organisms may gain entrance to 
the host by the routes of inhalation, skin penetration, or 
ingestion. The clinical syndrome of nocardiosis is subject to 
modification by host resistance, pathogenicity, and duration of 
disease. Primary pulmonary infections are prevalent, but 
external trauma can allow the disease to involve soft tissue 
and bone. The patient’s course may be similar to that follow- 
ing an emaciating illness, with local and blood-borne spread 
of the infection. Treatment in the past was disappointing, but 
excellent results were obtained in five patients treated by 
surgical intervention, chemotherapy, and an appropriate anti- 
biotic. Adequate free surgical drainage or extirpation of the 
nocardiosis is essential for cure. The chemotherapeutic agent 
of choice is sulfadiazine in adequate dosage combined with an 
antibiotic; both penicillin and oxytetracycline (Terramycin) 
have proved effective in overcoming nocardial infections. 


American Heart Journal, St. Louis 


46:479-638 (Oct.) 1953 


Sir James Mackenzie: 1853-1953. I. Stevenson.—p. 479. 

Critical and Comparative Analysis of Methods in Electrocardiography 
Employing Mean QRS and T Vectors. P. H. Langner Jr., E. J. 
Dewees and S. R. Moore.—p. 485. 

Mean Spatial Vectorcardiography: Influence of Age, Sex, Body Build, 


and Chest Configuration on QRS Vector in Normal Individuals. D. L. * 


Urschel and D. C. Abbey.—p. 496. 

Direct Spatial Vectorcardiogram in Infant. S. R. Elek, B. J. Allenstein 
and G. C. Griffith—p. 507. 

Vectorcardiographic Derivation of Scalar Leads. R. A. Helm.—p. 519. 

*Effects of Exercise and Smoking on Electrocardiograms and Ballisto- 
cardiograms of Normal Subjects and Patients with Coronary Artery 
Disease. F. W. Davis Jr., W. R. Scarborough, R. E. Mason and others. 
—p. 529. 

Variations of Form of T Waves in Auricular Flutter and Auricular 
Fibrillation, Associated with Changes of Rate. D. Scherf and S. Blu- 
menfeld.—p. 543. 

Transient Cardiac Arrhythmia Induced by Nonpenetrating Trauma to 
Chest. H. B. Taylor.—p. 557. 

“Changes in Incidence and Types of Heart Disease: Quarter-Century 
Follow-Up in Southern Clinic and Hospital. J. M. Hutcheson Jr., M. R. 
Hejtmancik and G. R. Herrmann.—p. 565. 

Use of Protoveratrine in Treatment of Hypertensive Vascular Disease. 
J. H. Currens, G. S. Myers and P. D. White.—p. 576. 

Treatment of Hypertension with 1-Hydrazinophthalazine (Apresoline). 
R. P. Johnson.—p. 593. 

Exposure of Human Cardiac Muscle to Radioactive Digitoxin in Vitro, 
W. J. Burdette.—p. 602. 


Effects of Exercise and Smoking on Electrocardiograms and 
Ballistocardiograms.—The ballistocardiographic and _ electro- 
cardiographic responses to the two-step exercise test using the 
Master tables for quantitation of exercise are reported in 86 
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patients with coronary disease and 114 normal control persons 
with an average age of 49 and 46.5 years, respectively. Also 
reported are the responses to cigarette smoking in 82 patients 
with coronary artery disease and 118 normal control persons 
with an average age of 49 and 47.7 years, respectively. Men 
predominated in a ratio of 4 to 1 in the 200 persons subjected 
to the Master test and in a ratio of 5 to 1 in the 200 persons 
subjected to the smoking test. The ballistocardiogram deteri- 
orated after exercise in 7.9% of the normal control persons 
and in 31.4% of the patients with coronary artery disease. 
The electrocardiographic response to exercise was positive by 
Master’s criteria in 22.8% of the normal controls and in 
50% of the patients with angina pectoris or remote myocardial 
infarction. The diagnostic margin of differentiation between 
persons with abnormalities and normal controls obtained by 
the stress of exercise was 4 to 1 by the ballistocardiograph 
and 2 to 1 by the electrocardiograph. The ballistocardiogram 
deteriorated after smoking a cigarette in 68% of the normal 
control persons and in 58.6% of the patients with coronary 
artery disease. The diagnostic margin obtained with the 
smoking test was 9 to 1. One-half of a milligram of nicotine 
base (nicotinic acid tartrate dissolved in 2 cc. of 35% alcohol) 
was administered sublingually to 10 persons in order to deter- 
mine the importance of nicotine in the production of the 
smoking effect on the ballistocardiogram. The elicited ballisto- 
cardiographic alterations were similar to those observed after 
smoking in the 10 persons tested. The diagnostic value of the 
ballistocardiographic two-step test is limited. The difference 
between the incidence of positive tests in patients with coro- 
nary artery disease and in presumably normal controls is too 
small to be of importance in diagnosis. Contrary to expecta- 
tion, only twice as many patients with coronary artery disease 
as normal control persons had a positive reaction to the two- 
step electrocardiographic test. Of all objective tests employed 
in the authors’ study, the ballistocardiographic cigarette smok- 
ing test served best to differentiate patients with coronary 
artery disease from control persons. The causes of the changes 
in the ballistocardiogram after smoking are not known. It is 
suggested that the effect may be the result of nicotine action 
on the hypothalamic-posterior pituitary axis, with resultant 
release of vasopressin (Pitressin), which acts as a vasocon- 
strictor. This report should encourage further investigation of 
the effects of smoking and nicotine on the cardiovascular 
functions studied by analysis of the form of the ballistocardio- 
gram rather than the routine use of the cigarette smoking 
test as a diagnostic procedure. 


Incidence and Types of Heart Disease——Of 34,342 patients 
seen at a Southern medical center between September, 1951, 
and February, 1953, 1,000 had organic heart disease. Of these 
1,000 patients, 556 were men and 444 were women, 637 
white and 363 Negroes. Hypertensive and arteriosclerotic 
heart disease were by far the commonest types; together they 
made up 77.9% of the entire series. The next in frequency 
were congenital heart disease, diagnosed in 7.2%, and rheu- 
matic heart disease in 6.5%. Syphilitic heart disease occurred 
in only 2.3% of the patients. Comparison of these data with 
those by two previous studies made at the same medical center 
in 1927 and 1931 revealed that the incidence of organic heart 
disease is still greater in the Negro than in the white person, 
but much less so than 25 years ago. The incidence of hyper- 
tensive heart disease is approximately the same as before, but 
that of arteriosclerotic heart disease has increased. There has 
been a tenfold increase in the diagnosis of congenital heart 
disease associated with the greater awareness of congenital 
heart disease and improvement in diagnostic accuracy. 
Syphilitic heart disease has conspicuously decreased and is 
now infrequent. Rheumatic heart disease has shown little 
change in frequency, but there has been a slight decrease in 
bacterial endocarditis, apparently resulting from modern 
prophylactic therapy. Hypertension, as before, is commoner 
in the Negro than in the white, while arteriosclerosis is less 
frequent; however, the peak age incidence of hypertension 
seemingly occurs a decade later in each race than in the 
previous studies. There has been a striking increase in the 
diagnosis of angina pectoris, which, although commoner in 
the white, has been frequently recorded in the Negro. 
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American Journal of Occupational Therapy, Milwaukee 
7:199-240 (Sept.-Oct.) 1953. Partial Index 


Occupational Therapy Technics for Pre-School Hemip‘egic: Toys and 
Training. I. P. Robinault.—p. 205. 

*Group Therapy with the Chronically Ill. B. Koven and F. L. Shuff. 
—p. 208. 

Evaluation of Clinical Practice Programs for Occupational Therapy 
Students. C. S. Spackman.—p. 210. 

Occupational Therapy and the Hand Splint. F. Silverstein.—p. 213. 

Some Uses of Suspension Sling in Treatment of Poliomyelitis. V. W. 
Svensson and M. C. Brennan.—p. 217. 


Group Therapy with the Chronically Il.—Group therapy 
meets successfully the needs of a chronic patient. The 
chronically ill patient lives in an egocentric world. He is 
assisted by nurses and attendants as his daily needs require. 
He is asked for nothing in return and easily grows accustomed 
to receiving with little thought for giving. Most of the children 
with which these authors are concerned had spent their entire 
lives in hospitals; they had had little normal experience. 
Common everyday objects were not perceived, and, when 
asked, the therapist was told that “potatoes grew mashed,” 
horses “gave milk,” and bread “came on a plate.” Animals 
other than cats and dogs were strange. A program was or- 
ganized that gave the children a dance-play experience. Dance 
movements were performed in wheel chairs and with the 
upper half of the body. When the children grew tired, they 
sang rounds, which were enjoyed enormously, and these 
required group discipline. A “painting day” was started, and 
some worked in other mediums. Little allowance was made 
for their disabilities other than to adapt equipment to fit their 
needs. The success and gratification resulting from their efforts 
has given rise to a healthy enthusiasm. Group therapy plan- 
ning has also been introduced into craft work. No one of 
the patients can complete an entire project by himself, and 
the dependence on each other and cooperation within teams 
has made for a healthy working situation that is preparing 
them for future sheltered employment. 


American Journal of Pathology, Ann Arbor, Mich. 


29:817-992 (Sept.-Oct.) 1953 


Sudden Apparently Unexplained Death During Infancy. II. Pathologic 
Findings in Infants Observed to Die Suddenly. J. Werne and I. Garrow. 
—p. 817. 

Id.: III. Pathologic Findings in Infants Dying Immediately After Vio- 
lence, Contrasted with Those After Sudden Apparently Unexplained 
Death. I. Garrow and J. Werne.—p. 833. 

Ovarian Rete Cysts. S. C. Sommers.—p. 853. 

Observations on Human Tissue Cultures Naturally Infected by Histo- 
plasma Capsulatum. C. C. Randall and A. L. Hackney.—p. 861. 

*Role of Mucopolysaccharides in Pathogenesis of Intimal Fibrosis and 
Atherosclerosis of Human Aorta. H. E. Taylor.—p. 871. 

Musculature of Lungs in Chronic Pulmonary Disease. A. A. Liebow, 
W. E. Loring and W. L. Felton.—p. 885. 

Necrotizing Granulomatosis and Angiitis of Lungs and Its Relationship 
to Chronic Pneumonitis of Cholesterol Type. R. Fienberg.—p. 913. 

Histopathology of Host-Induced Alterations in Strain Specificity of 
Sarcoma I in Mice. D. M. Spain, N. Molomut, L. Kreisler and S. D. 
Gault.—p. 933. 

Effects of ACTH and Cortisone upon Susceptibility to Trichinosis in 
Mice. R. D. Stoner and J. T. Godwin.—p. 943. 

Keratomalacia and Panophthalmitis in “‘Yellow’’ Mice. M. Silberberg 
and R. Silberberg.—p. 951. 

Absorption of Collagen in Liver: I. Histologic Changes Accompanying 
Absorption of Implanted Surgical Gut in Liver. H. Ungar and J. D. 
Feldman.—p. 963. 

Id.: II. Observations on Absorption of Implanted Surgical Gut Under 
Various Dietary Conditions. H. Ungar.—p. 973. 

Paracalyceal Cysts of Renal Sinus. H. J. Barrie.—p. 985. 


Mucopolysaccharides in Aortic Atherosclerosis.—Taylor points 
out that in recent years stress has been placed on the role of 
lipid deposition in the pathogenesis of atherosclerosis and that 
little attention has been paid to structural changes in the 
vessel wall. The present study deals with the human aorta, 
particular attention being paid to the relationship between the 
elastic fibers and the intercellular substance. The tissue ex- 
amined was taken mainly from areas that showed no gross 
atheromatous plaques, other than occasional small fatty 
streaks. The tissue was obtained from routine necropsy 
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material, 124 blocks being examined from 88 cases including 
all age groups. It was found that subendothelial, or so-called 
intimal fibrosis, was present regularly in adult aortas that 
appeared grossly normal or showed only minimal fatty streak- 
ing. It is also common in children. This fibrosis probably is 
initiated by lipid deposition. It may be confined to the intima, 
but frequently there is an associated degeneration of the inner 
layer of the media. In many cases, what at first appeared to 
be intimal fibrosis proved to be subendothelial fibrosis plus 
degeneration of the inner media. Medial degeneration is 
characterized by fragmentation and loss of elastic tissue with 
an associated accumulation of mucopolysaccharide, probably 
chondroitin sulfate. It is suggested that the abnormally large 
pool of mucopolysaccharide is derived from degeneration of 
elastic tissue of the media and may play a part in either the 
development of an atheromatous plaque or in hyalinization 
of tle aorta. 


American Journal of Surgery, New York 
86:249-360 (Sept.) 1953 


Pancreatic Cysts. L. S. Fallis and J. Barron.—p. 255. 

Annular Pancreas. A. J. Tomsykoski, R. C. Stevens and P. A. Izzo. 
—p. 260. 

Thoracic Duplication of Alimentary Tract. G. W. Ware and H. A. Con- 
rad.—p. 264. 

Complications Following Open Reduction and Plating of Fractures of 
Tibia. H. E. Wiggins, W. D. Bundens and B. J. Park.—p. 273. 

Problem of Radical Breast Surgery. T. C. Case.—p. 282. 

Carcinoma of Biliary Tract. I. S. Goldenberg.—p. 292. 

*Effect of Bactericidal Agents on Sterility of Surgical Linen: Experi- 
mental and Clinical Study. H. D. Propst.—p. 301. 

Liver Necrosis Following Complete Interruption of Hepatic Artery and 
Partial Ligation of Portal Vein. H. L. Popper, N. C. Jefferson and 
H. Necheles. —p. 309. 

Clinical Evaluation of Succinylcholine Chloride as Muscle Relaxant in 
Anesthesia. P. C. Lund.—p. 312. 

Hepatoma: Report of an Unusual Case Complicated by Subphrenic 
Hemorrhage. J. A. Lazarus and F. Friedmann.—p. 318. 

New Aureomycin Dressing: Rationale and Use in Treatment of Surface 
Wounds. J. A. Tamerin, W. I. Metzger and L. T. Wright.—p. 325. 

Control of Bleeding. D. A. Sherber.—p. 331. 


Sterility of Surgical Linen.—According to Propst, little atten- 
tion has been given to the sterility of surgical linen during 
operations, except to avoid contamination by direct contact 
with unsterile objects. Beck and Collette pointed out how 
easily wet drapes and gowns become contaminated. They 
proved that bacteria readily passed through two layers of wet 
cloth whereas two layers of dry cloth prevented such migra- 
tion. Studies were made to determine (1) if bacterial migration 
through wet or dry linen is serious enough to warrant pro- 
tective measures and (2) what materials and techniques can 
be used to offer maximal security. Experimental and clinical 
studies made at the Robert Packer Hospital proved that un- 
protected wet surgical linen furnishes a route of transmission 
of bacteria to wounds from unsterile areas. Because of the 
potential hazard, water and sodium chloride solution should 
be cautiously used in operating rooms, and wet areas should 
be considered contaminated and treated as such. Methods of 
eliminating or decreasing this type of contamination are dis- 
cussed. One method (incorporating bactericidal agents into 
surgical linen) was intensively studied. The properties of an 
ideal bactericidal substance to use in such a situation are 
enumerated. Laboratory and clinical studies demonstrated the 
protective qualities of Roccal, a benzalkonium chloride, cationic 
quarternary compound, and hexachlorophene. Incorporating 
these agents into the final rinse in laundering surgical linen 
will decrease the possibilities of contamination from this 
source. Search for an ideal agent should be continued. 


Arkansas Medical Society Journal, Fort Smith 
50:59-76 (Sept.) 1953 


Acute Diffuse Interstitial Fibrosis of Lungs: Report of Case. S. M. 
Wilson.—p. 60. ; 

Pseudo-Leukemic Reaction to Pertussis: Report of Two Cases in Identi- 
cal Twins. J. M. Gowdy.—p. 64. 
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Cancer Philadelphia 
6:853-1064 (Sept.) 1953 


“Primary Benign Liver-Cell Tumors in Infancy and Childhood. W. M. 
Christopherson and H. S. Collier.—p. 853. 

Carcinoma of Body of Pancreas with Fibrin Thrombosis and Fibrino- 
genopenia. D. G. McKay, H. Mansell and A. T. Hertig.—p. 862. 

Relationship Between Carcinoma of Breast and Acne. M. R. Lerner 
and A. B. Lerner.—p. 870. 

Relationship Between Carcinoma in Situ and Invasive Cervical Carcin- 
oma: Consideration of Contributions to Problem to Be Made from 
General Population Data. J. E. Dunn Jr.—p. 873. 

Adenocarcinoma in Situ of Endocervix. G. H. Friedell and D. G. 
McKay.—p. 887. 

In Situ Carcinoma of Prostate with Intraepithelial Extension Into Urethra 
and Bladder: Paget’s Disease of Urethra and Bladder. L. G. Ortega, 
W. F. Whitmore Jr. and A. I. Murphy.—p. 898. 

Action of Acid Phosphatase from Cancerous and Noncancerous Human 
Prostate on Various Substrates. M. K. Schwartz, I. Asimov and H. H. 
Wotiz.—p. 924. 

Interrelationship of Nitrogen and Phosphorus in Patients with Certain 
Neoplastic Diseases. L. D. Fenninger, C. Waterhouse and E. H. Keut- 
mann.—p. 930. 

Malignant Melanoma Occurring in Xeroderma Pigmentosum: Report of 
Case. H. T. Van Patter and J. A. Drummond.—p. 942. 

Neck Tumors, or Leukemia, Developing in Adult C3H Mice Following 
Inoculation, in Early Infancy, with Filtered (Berkefeld N), or Centri- 
fugated (144,000 « g), Ak-Leukemic Extracts. L. Gross.—p. 948. 

Psychological Impact of Cancer and Cancer Surgery: II. Depressive 
Reactions Associated with Surgery for Cancer. A. M. Sutherland and 
C. E. Orbach.—p. 958. 

*“Field Cancerization” in Oral Stratified Squamous Epithelium: Clinical 
Implications of Multicentric Origin. D. P. Slaughter, H. W. South- 
wick and W. Smejkal.—p. 963. 

Radical Mastectomy Combined with In-Continuity Resection of Homo- 
lateral Internal Mammary Node Chain. E. D. Sugarbaker.—p. 969. 

Surgical Treatment of Cancer of Cervix. A. Brunschwig.—p. 980. 

Lymphatic Spread of Gastric Cancer. D. A. Sunderland, G. McNeer, L. 
G. Ortega and L. S. Pearce.—p. 987. 

Effect of Surgical Addison’s Disease on Advanced Carcinoma of Breast 
and Prostate. S. G. Taylor III, M. C. Li, N. Eckles and others. 
—p. 997. 

Needle Biopsy of Liver: Diagnostic Aid in Treatment of Cancer. L, 
Bowden and S. Kravit7.—p. 1010. 

Clinical Use of Radioactive Gold (Au™*)Seeds. A. G, James, U. K. 
Henschke and W. G. Myers.—p. 1034. 


Primary Benign Liver Cell Tumors in Childhood.—According 
to Christopherson and Collier, liver cell carcinomas in infants 
and children are usually so advanced by the time the diagnosis 
is made that surgical removal is not possible. The average 
duration of life after the onset of symptoms has been found 
to be about four months. There are, however, benign primary 
liver cell tumors in which resection is possible with a high 
degree of success. The authors present the histories of three 
children, aged 12, 7, and 13 years, respectively, in whom 
primary benign tumors of the liver were successfully removed. 
In the first two, the diagnosis was hamartoma of the liver. 
One of these was seen last 9 months after the operation, when 
the child was asymptomatic; the other was without evidence 
of disease three years after operation. In the third, the opera- 
tion was done in 1926, when the girl was 13 years old; the 
diagnosis was benign liver cell adenoma. This patient died 
25 years later, and autopsy revealed multiple polyposis of 
the colon, with two separate primary mucinous adenocarci- 
nomas. The liver was largely replaced by metastatic mucinous 
cancer. Among other reported benign tumors in infancy and 
childhood, some were found at autopsy and others at the time 
of surgical exploration. Of the latter, not all were resected. 
As might be expected, the precise classification and degree of 
benignancy or malignancy of certain of these tumors are open 
to question. Benign primary liver cell tumors in infants and 
children include solitary liver cell adenomas, multiple adeno- 
mas, and hamartomas. Cholangioma, a theoretical possibility, 
was not recorded in children. Solitary lesions have not been 
accompanied by cirrhosis or other significant liver disease 
and thus are amenable to surgical excision with a high degree 
of success. Hamartomas are probably malformations rather 
than true neoplasms or focal regenerative nodules and do not 
demonstrate the potentialities of malignant transformation 
that adenomas do. 


“Field Cancerization” in Oral Stratified Squamous Epithelium. 
—Slaughter and associates point out that squamous cell, or 
epidermoid, carcinoma is the commonest cancer affecting the 
human body. This tumor protoype may originate in more 
anatomic sites than any other form of carcinoma. It is the 
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usual cancer of the skin, lip, oral cavity, pharynx, larynx, 
bronchi, esophagus, anus, vulva, vagina, cervix, urethra, penis, 
and even bladder and renal pelvis. It may occur primarily 
or as a metaplastic variant in other organs. Since the be- 
havior patterns of this morphological entity seem to have 
many similar characteristics in its differing locations and 
microscopic variations, detailed knowledge of the natural 
history of this disease is of importance. Oral squamous cell 
carcinomas were studied in 783 patients, and particular atten- 
tion was given to their origin and manner of spread. Eighty- 
eight instances of independent multiple tumors were found, 
an incidence of 11.2%, which is far beyond the statistical 
possibility of chance occurrence. Microscopic evidence of 
multicentric origin was demonstrated by serial section in all 
excised tumors less than 1 cm. in diameter. Abnormal and 
hyperplastic, often atypical, epithelium was found to surround 
all oral cancers for varying distances. The authors were un- 
able to derive any statistical estimate, but they believe “field 
cancerization” to be an important factor in recurrence or 
persistence of oral cancer after therapy. 


Gastroenterology, Baltimore 
24:467-614 (Aug.) 1953 


*Fulminating Gastroenterocolitis Caused by Staphylococci: Its Appar- 
ent Connection with Antibiotic Medication. K. Terplan, J. R. Paine, 
J. Sheffer and others.—p. 476. 

Effect of ““Tween-65” and “Tween-80” on Gastrointestinal Motility in 
Man. H. D. Janowitz, F. Hollander and R H. Marshak.—p. 510. 

Effect of Intragastric Irradiation on Gastric Acidity in Dog. B. W. Fox, 
A. Littman, M. I. Grossman and A. C. Ivy.—p. 517. 

An Evaluation of Kutrol in Treatment of Uncomplicated Duodenal Ulcer. 
M. E. Dailey and W. W. Benefiel.—p. 535. 

Studies in Pancreatic Function: V Use of Secretin Test in Diagnosis of 
Pancreatitss and in Demonstration of Pancreatic Insufficiencies in Gas- 
trointestinal Disorders. D A. Dreiling Sr.—p. 540. 

Studies on Several Cholinergic Drugs as Possible Etiologic Agents in 
Ulcerative Colitis. W. F. Nickel Jr., G. M. Gordon and W. DeW. 
Andrus.—p. 556. 

Massive Leiomyosarcomas of Stomach: Report of 5 Cases. G. Crile Jr. 
and L. K. Groves.—p. 560. 


Staphylococcic Gastroenterocolitis—Fulminating diarrhea with 
a shock-like state was observed in six women and two men 
between the ages of 44 and 69 to whom various antibiotics, 
such as oxytetracycline (Terramycin), chlortetracycline (aureo- 
mycin), penicillin, streptomycin, chloramphenicol, and duracil- 
lin, in comparatively small doses were given before and after 
diversified operations, such as repair of diaphragmatic hernia, 
hysterectomy, vagotomy with gastrojejunostomy, closure of 
perforated duodenal ulcer, partial colectomy, release of post- 
surgical pelvic adhesions causing ileus, and cervical amputation 
with oophorectomy. Nausea and vomiting frequently preceded 
the onset of diarrhea by one or two days. With the beginning 
of copious watery stools, there was usually a sharp rise of 
temperature and pulse and respiration rates associated with a 
pronounced lowering of blood pressure. The uncontrollable 
diarrhea appeared in most patients on the second or third 
postoperative day and was sometimes still associated with 
nausea, emesis, and abdominal distention. Once vasomotor 
collapse was established, it seemed irreparable in all patients. 
Death occurred from the 3rd to the 11th postoperative day. 
The causative agent responsible for the acute inflammation 
of the gastrointestinal tract was presented by large masses 
of micrococci (staphylococci) within the desquamated or 
loosely adherent pseudomembranous exudate covering the 
mucous coat, particularly in the small intestine. The recent 
inflammatory reaction was in general restricted to mucosa 
and submucosa. Colonies of coagulase-positive hemolytic 
micrococci were recovered from: the intestinal tract and/or 
from the lungs in five patients. The clinical course and 
anatomicopathological findings, based in particular on bacteria 
stains of the tissue sections from the gastrointestinal tract and 
including the recent degenerative changes in the adrenals and 
kidneys, suggested a severely toxic infection caused by massive 
micrococcic action on the gastrointestinal mucosa, but not a 
septicemic process. The micrococci grown on blood agar in 
the few instances tested were resistant against all the anti- 
biotics used in these cases. The same clinicopathological syn- 
drome with the same rapid fatal outcome and the same patho- 
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logical, microscopic, bacterioscopic, and cultural findings was 
present in three recently observed cases. The micrococci 
grown from the intestinal tract and from the lungs in these 
cases were sensitive only to erythromycin, but not to the 
antibiotics administered. 


Indiana State Medical Assn. Journal, Indianapolis 


46:823-928 (Sept.) 1953 


Diagnosis of Pulmonary Emboli. R. N. Kent.—p. 853. 

Spontaneous Hemopneumothorax. R. A. Desjardins, F. H. Spurlock and 
P. W. Rothrock.—p. 856. 

Modern Scientific Audiology. F. Patton.—p. 860. 

Intermittent Left Bundle Branch Block: Report of Case. A. T. Chappel 
and R. B. Watson.—p. 865. 

Experience in Management of Peptic Ulcer. R. L. Johnston.—p. 869. 


46:929-1116 (Oct.) 1953 


Surgical Managerment of Sequellae of Acute Pancreatitis. M. B. Welborn 
—p. 961. 

Liver Disease: Surgeon’s View. R. M. Bolman and R. P. Lloyd.—p. 966. 

Autoimmunization in Hemological Diseases. P. J. Fouts.—p. 971. 

Tracheotomy: Present Day Indications and Techniques. O. Green.—p. 974. 


Journal of Bacteriology, Baltimore 
66:247-376 (Sept.) 1953. Partial Index 


Resistance to Lysis from Without in Bacteria Infected with T2 Bacterio- 
phage. N. Visconti.—p. 247. 

Some New Observations on L Forms of Bacteria. L. Dienes.—p. 274. 

Antigenic Composition of Cryptococcus Neoformans: V. Survey of Cross- 
Reactions Among Strains of Cryptococcus and Other Antigens. E. E. 
Evans, L. J. Sorensen and K. W. Walls.—p. 287. 

Studies on Nutrition of Brucella Melitensis. T. H. Sanders, K. Higuchi 
and C. R. Brewer.—p. 294. 

Bacteriostatic, Bactericidal, and Drug Resistance Studies of Ethyl! Gallate 
on Mycobacterium Tuberculosis. D. B. Johnstone and J. E. Little. 
—p. 320. 

Influence of Glucose on Growth Factor Requirement of Mutant of 
Escherichia Coli. H. E. Umbarger.—p. 328. 

Serological Relationships Between Shigella and Coliform Cultures. W. H. 
Ewing.—p. 333. 

Amino Acid Requirements for Maturation of Bacteriophage in Lysogenic 
Escherichia Coli. J. S. Gots and G. R. Hunt Jr.—p. 353. 

Electron Microscopy of Ultra-Thin Sections of Bacteria: I. Cellular 
Division in Bacillus Cereus. G. B. Chapman and J. Hillier.—p. 362. 


Journal of International College of Surgeons, Chicago 
20:259-392 (Sept.) 1953 


Acute Mesenteric Vascular Occlusion Following Mumps. W. Elkan. 
—p. 259. 

Surgical Management of Mucoceles of Frontal Sinus. M. J. Tamari and 
S. H. Bear.—p. 269. 

Appendiceal Peritonitis. G. S. Serino.—p. 286. 

Surgical Management of Hereditary Cataracts. W. B. Clark.—p. 295. 

Diagnostic Importance of Nonfunctioning Kidney. J. A. Bowen.—p. 302. 

Vaginal Hysterectomy: Its Place in Gynecologic Surgery: Report of 
1,140 Cases from 1941 to 1950. V. P. Mazzola, N. J. Mazzola and 
F. V. Mitchell.—p? 309. 

Massive Intestinal Resection with Survival. A. E. Pearce, J. H. Entine 
and F. C. Eksterowicz.—p. 322. 

Neurovascular Mechanism of Gastric Ulcer Formation: Comparative 
Study. H. B. Benjamin.—p. 327. 

Roentgen Diagnosis of Rupture of Spleen by Pneumoperitoneum. J. W. 
Birsner, A. Wallner and W. H. Leask.—p. 338. 

Transabdominal Supplementary Spinal Anesthesia. J. 1. Perl.—p. 343. 

*Present Status of Tonsils and Adenoids in Relation to Poliomyelitis. M. 
B. Hayes.—p. 350. 

Ruptured Interstitial Uterine Pregnancy with Cornual Rupture and Spon- 
taneous Amputation of Fallopian Tube. J. Dissick.—p. 355. 

Relative Value of Radiology in Prevention of Tuberculosis. J. F. Brails- 
ford.—p. 360. 

Obstruction and Volvulus of Small Intestine Caused by Ascaris. T. von 
Borries and D. Frisancho.—p. 368. 


Tonsils and Adenoids in Relation to Poliomyelitis —Hayes 
states that during the summer of 1952 Delaware County, Pa., 
had a rather severe epidemic of poliomyelitis, with 190 cases 
and 15 deaths reported in a population of about 430,000. 
This means that 1 out of every 2,300 persons, or 44 in 
100,000, in Delaware County contracted poliomyelitis. In the 
city of Philadelphia, there were 181 reported cases, with 
eight deaths, in a population of approximately 2 million. 
From a survey of the 190 cases, in 161 of which check-ups 
were made, and from review of the literature, Hayes con- 
cludes that there is a predisposition of the patient who has 
just had a tonsillectomy to contract poliomyelitis and that 
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the bulbar type is two to three times as likely to occur in 
such patients. He, therefore, will continue his present policy 
of refraining from performing tonsillectomy and adenoidec- 
tomy within two months of the poliomyelitis season. It has 
been confirmed by countless surveys that in this area the 
months of greatest incidence are August and September, but 
in the epidemic under consideration one-fifth of the patients 
were stricken in October. An observer at the Department of 
Public Health of the City of New York stated that the safest 
time for tonsillectomies and adenoidectomies, as far as polio- 
myelitis is concerned, is January, February, and March. The 
author also shows that there is great hope that in the near 
future immunologic means will become available, which will 
greatly advance the combat of poliomyelitis. 


Journal Lab. and Clinical Medicine, St. Louis 
42:335-493 (Sept.) 1953 


Effect of Vitamin Be Deficiency Induced by Desoxypyridoxine in Human 
Beings. R. W. Vilter, J. F. Mueller, H. S. Glazer and others.—p. 335. 

Radioactive Sodium Chromate for Study of Survival of Red Blood Cells: 
I. Effect of Radioactive Sodium Chromate on Red Cell. T. F. Necheles, 
I. M. Weinstein and G. V. LeRoy.—p. 358. 

Id.: Il. Rate of Hemolysis in Certain Hematologic Disorders. I. M. Wein- 
stein and G. V. LeRoy.—p. 368. 

Blood Isotope Levels Following Test Meal of I**!-Labeled Protein. A. B. 
Chinn, P. S. Lavik, L. I. Babb and others.—p. 377. 

Severe Carbon Tetrachloride Poisoning with Recovery Followed by Fatal 
Homologous Serum Hepatitis. J. B. Johnson, P. Johnson, J. Eve and 
others.—p. 380. 

Influence of Adrenocortical Stimulation on Antibody Production. L. B. 
van der Slikke and F. J. Keuning.—p. 389. 

Endocrine Changes After Hemiadrenalectomy and Total Body Irradiation 
in Parabiotic Rats. S. C. Sommers.—p. 396. 

Significance of Pulmonary Arterial Wedge Pressure. R. H. Wilson, W. T. 
McKenna, F. E. Johnson and others.—p. 408. 

Penicillin G and Benzethacil by Mouth: Comparison of Penicillin Levels 
in Plasma of Normal Men After Single Oral Doses. S. S. Wright, E. 
M. Purcell, E. H. Kass and Maxwell Finland.—p. 417. 

Comparison of in Vivo Sodium-Removing Activity of Various Types of 
Ion Exchange Resins in Rats. M. A. Root.—p. 430. 

Studies on Coccidioides Immitis: Morphology and Sporulation Capacity 
of 47 Strains. L. Friedman, D. Pappagianis, R. J. Berman and C. E. 
Smith.—p. 438. 

Human Esterases. G. Gomori.—p. 445. 

Depression of Coproporphyrin Excretion by Amithiozone. L. Zieve and 
A. Falk.—p. 454. 

Effects of Modified Human Globin in Human Subject. L. H. Kyle, W. C. 
Hess and W. P. Walsh.—p. 459. 


Journal of Neurophysiology, Springfield, Ill. 
16:451-564 (Sept.) 1953. Partial Index 


Regulation of Posture in Intact and Decerebrate Cat: I. Cerebellum, 
Reticular Formation, Vestibular Nuclei. J. M. Sprague and W. W. 
Chambers.—p: 451. 

Electrophysiological Determination of Tonotopit Organization in Audi- 
tory Cortex of Cat. J. E. Hind.—p. 475. 

Sequence of Events in Optic Cortex Response to Volleys of Impulses in 
Radiation. G. H. Bishop and M. Clare.—p. 490. 

Electrical Excitability of Human Uncus. M. Glusman, J. Ransohoff, J. L. 
Pool and N. Sloan.—p. 528. 

Properties of Pyramidal Tract. P. O. Bishop, D. Jeremy and J. W. Lance. 
—p. 537. 

Cerebellar Increase of Postural Tonus After Deafferentation and Laby- 
rinthectomy. C. Terzuolo and H. Terzian.—p. 551. 


Maryland State Medical Journal, Baltimore 
2:483-526 (Sept.) 1953 


Protean Clinical Features of Leptospirosis. T. E. Woodward and J. A. 
Hightower.—p. 486. 

*Diagnosis and Treatment of Ringworm of Scalp. H. M. Robinson Jr. 
—p. 490. 

Bone Bank. H. G. Reeves Jr. —p. 495. 

Laboratory Tests in Common Endocrine Disorders. J. G. Wiswell.—p. 497. 

Treatment of Benign Uterine Bleeding with Intra-Cavity Radiation. J. M. 
Hundley Jr., W. K. Diehl and T. Kardash.—p. 504. 

Arthritis and Rheumatism. H. F. Klinefelter Jr.—p. 508. 


Ringworm of the Scalp.—According to Robinson, tinea capitis 
is a benign but highly contagious disease that at the present 
time has reached epidemic proportions among school children, 
particularly in the eastern portion of the United States. Un- 
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fortunately, children who have ‘this infection have been made 
to feel as outcasts in some schools, and a mental hazard has 
been created. The physician who is charged with the re- 
sponsibility for the management of such a patient should 
explain the nature of the disease to the parents as well as 
the type of treatment to be used and what may be expected 
of it. This is especially necessary in the event that x-ray 
epilation is to be used. All children who have tinea capitis 
should be reported to the local health department, and 
follow-up measures should be instituted to insure that they 
remain under treatment until completion. School children 
should be screened at periodic intervals, using the Wood light. 
By this means infected children may be segregated and 
referred to some proper treatment agency. The physician who 
institutes treatment should insist on careful attention to public 
health rules. To diminish the spread of the infection, children 
should be warned not to exchange hats with other children. 
Barber shops should be made to abide by public health rules 
in the sterilization of all of their equipment, and children 
attending movie houses should either wear hats or place a 
clean towel over the back of the seats. Immediately after 
having a hair cut, the child should be taken home and given 
a thorough shampoo to wash out infected hair or spores. 


Military Surgeon, Washington, D. C. 
113:251-354 (Oct.) 1953 


*Medical Survey of Atomic Bomb Casualties. R. Shirabe.—p. 251. 

Professional Training. J. A. Curran.—p. 263. _ 

Clinical Use of Trypsin. J. M. Miller, E. C. Peirce and B. H. White. 
—p. 270. 

Disaster Planning Activities in Panama. F. P. Kintz and R. G. Thompson. 
—p. 282. 

Standard Order of Procedure of an Evacuation Hospital (Semi-Mobile). 
H. S. Reid.—p. 285. 

Endemic Panmyelotoxicosis in Russian Grain Belt: Part Two: Botany, 
Phytopathology, and Toxicology of Russian Cereal Food. C. F. Mayer. 
—p. 295. 


Atomic Bomb Casualties—This paper presents the observa- 
tions. of Japanese physicians on the atomic bomb casualties 
of Nagasaki. There was an inverse relationship between the 
mortality rate and the distance from the hypocenter of the 
bomb explosion. Topography and structural shielding were 
determining factors in the mortality rate. Fatalities decreased 
greatly beyond the 1.5 km. zone. At this distance from the 
hypocenter, wooden houses afforded some protection. Dug- 
outs, although poorly constructed, were surprisingly effective 
in shielding the occupants. Within 1 km. of the hypocenter, 
the presence of thermal or mechanical injuries did not alter 
the mortality rate, while beyond 1 km. the death rate was 
highest in those persons who had received flash burns. Seventy- 
two per cent of the deaths reported from five hospitals oc- 
curred in the first two week period, and the largest number 
of deaths on the 7th, 8th, 9th, and 10th days after the 
explosion. Transportation over relatively great distances 
seemed to have deleterious effects. The survival of persons 
with burns was only slightly shorter than for those with other 
external injuries, suggesting that radiation injury was a factor 
common to both. The incidence of flash burns was inversely 
proportional to the amount of shielding; those persons in 
concrete buildings had the lowest incidence and those in the 
open the highest. Flash burns frequently involved extensive 
areas of the body, even at distances of 3 to 4 km. There 
was no significant difference in the extent of the burns between 
survivors and victims, again suggesting radiation injury as a 
common factor. Persons who were inside of concrete or 
wooden structures sustained more injuries than those who 
were out in the open, the most frequent injury being from 
flying glass. The symptoms of radiation sickness, such as 
nausea, vomiting, diarrhea, fever, hemorrhage, epilation, and 
oropharyngeal lesions, are discussed in detail, particularly 
with regard to (a) distance from the hypocenter, (b) shielding, 
and (c) time of onset. Hemorrhage and epilation are indexes 
of radiation injury. 
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New England Journal of Medicine, Boston 
249:429-470 (Sept. 10) 1953 


Some Surgical Problems Peculiar to the Tropics. B. Eiseman.—p. 429. 

Leukemoid Blood Reactions. S. V. Hilts and C. C. Shaw.—p. 434. 

*Pathological Manifestations in an Infant After Maternal Rubella in 
Sixteenth Week of Gestation: Report of Case. C. G. Tedeschi, M. M. 
Helpern and T. H. Ingalls.—p. 439. 

Incidence of Portal Cirrhosis and Fatty Metamorphosis in Patients Dying 
with Diabetes Mellitus. W. E. Jaques.—p. 442. 

Present-Day Concepts of Shock. H. A. Frank.—p. 445. 

Fetal Risks from Rubella During Pregnancy. T. H. Ingalls and N. 
Purshottam.—p. 454. 


Pathological Manifestations in Infant After Maternal Rubella. 
—Tedeschi and associates review the literature on the mal- 
formations occurring in infants after a maternal attack of 
rubella and cite the case of a 35-year-old woman who con- 
tracted rubella during the 16th week of pregnancy. A baby 
boy was delivered by cesarean section, three weeks before 
term. The infant had cataractous changes in the periphery of 
the lens of the right eye and acute panophthalmitis, including 
vascular thrombosis and infiltration of polymorphonuclear 
leukocytes of the eosinophilic type. It is suggested that lens 
protein released during the embryonic period played the role 
of a sensitizing factor. Renal changes were found that were 
mainly characterized by fibrosis and hyaline degeneration of 
the tufts and capsuls of the glomeruli. The authors recall that 
renal changes were observed also by Swan and others in 
infants born of mothers who had had rubella during preg- 
nancy. They feel that the renal findings in the cases of Swan 
and those in the case reported here show that congenital 
glomerulosclerosis can also be found in infants in association 
with other postrubella manifestations, but this does not neces- 
sarily indicate that the virus of rubella was the cause of the 
glomerular changes. They may be nonspecific, late manifesta- 
tions of the widespread attack of the virus of rubella on the 
tissues of the embryo. 


North Carolina Medical Journal, Winston-Salem 


14:405-488 (Sept.) 1953 


Rights and Responsibilities. F. Fremont-Smith.—p. 405. 

New Approach to Planning for Public Health Care in North Carolina. 
Cc. G. Sheps.—p. 409. 

Anticancer Drugs and Hormones as Adjuvants to Radiation Therapy of 
Cancer. J. R. Andrews and I. E. Shafer Jr.—p. 413. 

Depressive and Anxiety Reactions Treated with Nicotinic Acid and Pheno- 
barbital. L. J. Thompson and R. C. Proctor.—p. 420. 

Review of Hypertrophic Pyloric Stenosis of Infancy with Emphasis on 
Possible Emotional Factors in Etiology. D. Powers.—p. 426. 


Pediatrics, Springfield, Ill. 
12:233-340 (Sept.) 1953 


Corticosteroids and Antidiuretic Substance in Nephrotic Children. E. 
Galan, M. Pérez-Stable, O. Garcia Faez and others.—p. 233. 

Untoward Effects of Enemata in Congenital Megacolon. M. R. Richards 
and R. B. Hiatt.—p. 253. 

Possible Influence of Great Altitudes on Determination of Certain Cardio- 
vascular Anomalies: Preliminary Report. V. Alzamora, A. Rotta, G. 
Battilana and others.—p. 259. 

Some Effects of Exogenous Thyroid or Thyroxin upon Premature Infants. 
S. S. Stevenson, P. Wirth, R. Bastiani and T. S. Danowski.—p. 263. 
Urinary Water Excretion and Neurohypophysial Function in Full Term 

and Premature Infants Shortly After Birth. R. G. Ames.—p. 272. 

Congenital Lung Cysts in Infants. H. M. Albert and W. J. Potts.—p. 283. 

*Radioiodine Uptake in Study of Different Types of Hypothyroidism in 
Childhood. S. H. Silverman and L. Wilk.s.—p. 288. 

Vestibular Responses to Rotation in Newborn Infant. M. M. Lawrence 
and C. R. Feind.—p. 300. 

Role of Pulmonary Vascular Bed in Congenital Heart Disease. J. F. 
Dammann Jr. and W. H. Mulier Jr.—p. 307. 

*Hydrocephalus Treated by Arachnoid-Ureterostomy: Report of 50 Cases. 
D. D. Matson.—p. 326. 


Radioiodine Uptake in Hypothyroidism.—Radioactive iodine 
(I'31), generally in doses of 1 wc per kilogram of body 
weight, was injected intravenously into a vein of the arm or 
leg of 20 children between the ages of 2 months and 15 years 
with definite clinical and biochemical signs of hypothyroid- 
ism. Counts were made with a Geiger-Miiller counter centered 
over the neck just above the episternal notch and held in 
close proximity to, but not touching, the skin. Counts were 
taken similarly with the counter placed over the anterior 
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thigh a short distance above the knee at a point where the 
circumference was approximately that of the neck. Counts 
were taken immediately after the injection of I'*" and at 
intervals of 10 to 15 minutes during the first hour. They were 
then repeated hourly until the 14th to the 16th and again 
at 24 hours. With the method described small amounts of 
radioiodine uptake that were anticipated could be demon- 
strated. It was assumed that persistence of radioactivity over 
the neck for several days or longer after it could not be de- 
tected elsewhere in the body is evidence that some thyroid 
tissue is present. Of the 20 patients, 14 had congenital hypo- 
thyroidism present at birth or beginning in early months of 
life and 6 had acquired hypothyroidism. Eight of the 14 
patients with congenital hypothyroidism showed no measur- 
able uptake of I'*!, 4 showed small uptakes amounting to a 
retention over the neck of 3 to 16 counts per second, and 
2 had normal uptakes of 90 and 95 counts per second. These 
observations suggest that in congenital hypothyroidism result- 
ing from defective development of the thyroid there are 
differences in the degree of the defect. In the eight patients in 
whom there was no uptake of I'*! pronounced symptoms of 
typical cretinism were present from birth or the early months 
of life. In the four patients who showed a slight uptake of 
I'31, history indicated a somewhat slower, more insidious 
onset of symptoms even though appearing during the first 
year of life. Of the remaining two patients with definite hypo- 
thyroidism who showed a normal uptake of radioiodine, one 
had a thyroid gland of normal size and the other a moderately 
enlarged gland. They lived in regions in which there was no 
likelihood of deficient iodine intake. The uptake of radio- 
iodine in five of the six patients with acquired hypothyroidism 
indicated that small amounts of thyroid tissue were present, 
despite of the fact that the gland could not be palpated. The 
thyrcid glands of these patients, however, were apparently in- 
capable of responding to stimulation with thyrotropic hor- 
mone. The sixth patient had no uptake of [‘%1 on the first 
test, but after injection of thyrotropic hormone showed a 
normal uptake. The hypothyroidism was of much shorter 
duration in this patient than in any of the others with the 
acquired type. It is possible that in some of these other patients 
with hypothyroidism of longer duration the initial failure may 
have been due to deficiency of thyrotropic hormone and sub- 
sequently the thyroid gland may have atrophied to a degree 
when it was not longer capable of responding to stimulation. 


Hydrocephalus Treated by Arachnoid-Ureterostomy.—Arach- 
noid-ureterostomy or diversion of spinal fluid under pres- 
sure from the lumbar subarachnoid space to the urinary tract 
was carried out in 50 infants most of whom were between 
3 and 6 months of age. In all but three patients, the left kid- 
ney was removed through a standard subcostal incision. 
Through a separate midline incision the spine and lamina of 
the second lumbar vertebra were removed exposing an area 
of dura about 1.5 cm. in length. A short incision was made 
in the dura and a pin point hole was then made in the pro- 
truding arachnoid and a polyethylene tube inserted through 
it as spinal fluid poured forth. The tube was then tunnelled 
through the paraspinal muscles to the perinephric space and 
introduced into the ureter for 3 to 5 cm. Three or four sutures 
in the margin of its lumen were used to pull the ureter over 
the plastic tube and secure it firmly to the fascia of the para- 
spinal muscles. There was only one postoperative death; this 
occurred in an infant in extremely poor general condition who 
died of postoperative aspiration pneumonitis on the seventh 
postoperative day. Follow-up revealed that 33 of the 50 pa- 
tients are still alive, and satisfactory to excellent results were 
obtained in 31. At least 24 of these children appear to be 
entirely asymptomatic with normal or close to normal mental 
and physical development after periods of from a few months 
to over four years. Only one patient is grossly retarded to 
the point of needing institutional care. Results indicated that 
immediate and continuous reduction of spinal fluid pressure 
to normal can be accomplished by diversion of cerebrospinal 
fluid into the urinary tract. The complications of this pro- 
cedure are three: (1) mechanical obstruction of the shunt that 
was observed in only a few patients and was always remedi- 
able; (2) meningitis, which occurred in 8 of the 50 patients 
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postoperatively and was fatal in three; and (3) acute dehydra- 
tion secondary to intercurrent infection because of unreplaced 
loss of fluid and electrolytes through the shunt that was fatal 
in about 10 of these patients. 


Physiological Reviews, Baltimore 


33:445-630 (Oct.) 1953 


Physiological Effects of Hyperventilation. E. B. Brown Jr.—p. 445. 
Genetic, Traumatic and Environmental Factors in Etiology of Obesity. 
J. Mayer.—p. 472. 


SYMPOSIUM ON METABOLIC SIGNIFICANCE OF B-VITAMINS 


Summary of Known Metabolic Functions of Nicotinic Acid, Riboflavin 
and Vitamin Bs. E. E. Snell.—p. 509. 
Metabolic Functions of Pantothenic Acid. G. D. Novelli.—p. 525. 
Metabolic Functions of Thiamine and Lipoic Acid. L. J. Reed.—p. 544. 
Metabolic Functions of Biotin. H. A. Lardy and R. Peanasky.—p. 560. 
Action of Insulin Hypoglycemia on Motor and Secretory Functicns of 
Digestive Tract. W. H. Bachrach.—p. 566. 
Steroid Interaction in Metabolism of Reproductive Target Organs. S. 
Roberts and C. M. Szego.—p. 593. 


Proc. Soc. Exper. Biol. & Med., Utica, N. Y. 


83:655-898 (Aug.-Sept.) 1953. Partial Index 


Egg Cultivated Tumor Protects Embryo Against Vaccinia Virus. A. 
Taylor and N. Carmichael.—p. 676. 

“Effect of Fatigue on Susceptibility of Mice to Poliomyelitis. H. E. 
Rosenbaum and C. G. Harford.—p. 678. 

Oral Administration of Co” Vit. Biz in Tropical Sprue and Hepatic Cir- 
rhosis and Diarrhea. L. M. Meyer, R. M. Suarez Jr., R. Buso and 
others.—p. 681. 

Accentuation of Human Diabetes by “Pituitary Growth Hormone.” L. W. 
Kinsell, H. E. Balch and G. D. Michaels.—p. 683. 

Antigenic Dissimilarity of Streptokinases. L. Weinstein.—p. 689. 

Relationship Between Human Seminal Fluid and Fibrinolytic System. 
K. N. von Kaulla and L. B. Shettles.—p. 692. 

Further Modification of Mouse Adapted Type III Poliomyelitis Virus. 
C. P. Li and M. Schaeffer.—p. 706. 

Use of Baby Chicks for Isolation of Leptospires. W. G. Hoag, W. S. 
Gochenour Jr. and R. H. Yager.—p. 712. 

Electrolyte and Water Responses of Normal Subjects During Cortisone 
Administration. H. J. Kowalski, W. E. Reynolds and D. D. Rutstein. 
—p. 795. 

Effect of Cortisone upon Formation of Liver Glycogen from Glycine. 
W. C. Hess and I. P. Shaffran.—p. 804. 

Immobilization of Endamoeba Histolytica in Vitro by Antiserum Pro- 
duced in Rabbit. B. A. Cole and J. F. Kent.—p. 811. 

Tetracaine Flare: Differences in Actions of Procaine and Tetracaine on 
Peripheral Nerve. R. R. Sonnenschein.—p. 831. 

Experimental Production of Struma Lymphomatosa. H. J. Clausen. 
—p. 835. 

Effects of Pressor and Depressor Agents on Pulmonary and Systemic 
Pressures of Normotensives and Hypertensives. S. Forman, L. G. May, 
A. Bennett and others.—p. 847. 

Thromboplastinase, a New Enzyme Which Destroys Thromboplastin. S. 
Gollub, D. Feldman, D. C. Schechter and others.—p. 858. 

Development of Antibodies in Children Convalescent from Whooping 
Cough. J. L. Winter.—p. 866. 

Estimation of Total Body Chloride in Young Infants by Radiobromide 
Dilution. G. B. Forbes, A. Reid, J. Bondurant and J. Etheridge. 
—p. 871. 

Dextran, an Antigen in Man. P. H. Maurer.—p. 879. 


Fatigue and Poliomyelitis in Mice.—In order to determine 
the effect of fatigue on susceptibility to experimental polio- 
myelitis, mice were forced to run in a revolving drum during 
the day preceding and for eight hours each day after the intra- 
cerebral injection of the Lansing strain of virus. Control 
animals inoculated at the same time with the same amount of 
virus were allowed to rest in their cages. In all experiments, 
the incidence of the disease as measured both by paralysis and 
by death was greater in the exercised animals than in the 
resting controls. 


Psychiatry, Washington, D. C. 
16:215-312 (Aug.) 1953. Partial Index 


Synopsis of Theory of Human Communication. J. Ruesch.—p. 215. 
Selected Problems in Supervised Analysis. N. W. Ackerman.—p. 283. 


Psychoanalytic Quarterly, Albany, N. Y. 
22:321-474 (July) 1953. Partial Index 


The Schreber Case: Contribution to Schizophrenia, Hypochondria, and 
Psychosomatic Symptom-Formation. I. Macalpine and R. A. Hunter. 
—p. 328. 

A Deterrent in Study and Practice of Medicine. I. P. Glauber.—p. 381. 
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Quarterly J. Studies Alcohol, New Haven 
14:363-524 (Sept.) 1953 


Influence of Ethyl Alcohol on Spontaneous Electrical Activity of Cerebral 
Cortex and Subcortical Structures of Cat. W. J. Horsey and K. Akert. 
—p. 363. 

Effect of Caloric Restriction and Thiamin Deficiency on Voluntary Con- 
sumption of Alcohol by Rats. W. W. Westerfield and J. Lawrow. 
—p. 378. 

Effect of Alcohol on Audiogenic Seizures of Rats. L. A. Greenberg and 
D. Lester.—p. 385. 

Effects of Alcohol on Seizure Behavior in Rats. W. N. Dember, P. Ellen 
and A. B. Kristofferson.—p. 390. 

Further Observations on Use of Wine and Other Alcoholic Beverages by 
Italians and Americans of Italian Extraction. G. Lolli, E. Serianni, G. 
Golder, C. Balboni and A. Mariani.—p. 395. 

*Five Years’ Experience with Disulfiram in Treatment of Alcoholics. O. 
Martensen-Larsen.—p. 406. 

Active Therapeutic Method of Interrupting Dependency Relationship of 
Certain Male Alcoholics. D. J. Myerson.—p. 419. 

Exploratory Approach in Group Counseling with Male Alcoholic Inmates 
in a City Jail. A. Lerner.—p. 427. 

The Skid Road Alcoholic. J. K. Jackson and R. Connor.—p. 468. 


Five Years’ Experience with Disulfiram.—Disulfiram (Anta- 
buse) has proved excellent in the treatment of more than 
2,000 alcoholic patients seen in the past five years in Copen- 
hagen, Denmark. Proper administration of the drug will keep 
undesirable side-effects to a minimum. Of the many contra- 
indications for use presented in the past, the only one remain- 
ing is marked cardiac decompensation. Disulfiram therapy is 
carefully planned to suit the physical and mental needs of 
each patient. Its ancillary methods include individual and 
group psychotherapy, alcoholics’ club activities, and relaxation 
therapy. The drug may be given to sober patients on the first 
visit to the clinic and to intoxicated patients in a reduced 
dosage combined with an antihistaminic such as Prometha- 
zine (10-[2-dimethylamino-1-propyl]phenothiazine) and sodium 
chloride. This combination prevents nausea and vomiting while 
providing sufficient sedation. Furthermore, the symptoms of 
hangover and the craving for alcohol are considerably reduced, 
if not abolished, during the period immediately following. 
Patients with a low hyperactivity limen or a low amnesia 
limen should receive smaller doses from the beginning of 
treatment. When a well-adjusted maintenance dose of disul- 
firam is established, patients may ingest about 6 cc. of absolute 
alcohol and only a slight sensation of heat, redness, and 
acceleration of the pulse will result. The patient is told to 
moderate his drinking but total abstinence is not prescribed. 
It must be emphasized that disulfiram must never be given 
without the patient’s knowledge and cooperation. The patient 
is carefully watched, especially during the first three months of 
treatment because the following effects of the drug are apt to 
increase during this period: fatigue during the daytime, sleepi- 
ness in the morning, headache and dizziness, reduced vitality 
and impaired memory, reduced libido and impaired potency, 
gastrointestinal disturbances, halitosis or metallic taste, short- 
ness of breath, muscular sensations, and allergic skin phe- 
nomena. These symptoms are rarely persistent, and they can 
be easily controlled by reducing the dosage of disulfiram. 


Tennessee State Medical Assn. Journal, Nashville 
2313-356 (Sept.) 1953 
SYMPOSIUM ON GERIATRIC CARE 


Management of Some Medical Conditions Associated with Aging. 
F. E. Cowden.—p. 313. 
Dermatologic Problems of Geriatric Patients. R. C. Thompson.—p. 316. 
Psychiatric Aspects of Geriatric Care. W. H. Boswell.—p. 319. 
Management of the Aged Surgical Patient. B. F. Byrd Jr.—p. 321. 
Surgical Treatment of Meniere’s Syndrome. W. G. Kennon Jr.—p. 326. 


Wisconsin Medical Journal, Madison 
52:479-540 (Sept.) 1953 


Fetal Salvage in Fatal Case of Maternal Cerebral Hemorrhage Compli- 
cating Pregnancy. D. D. Hassett.—p. 479. 

Recognizing Emotional Problems in Adolescent Girls. C. L. Kline. 
—p. 482. 

Dangers of Codeine Overdosage in Children. M. J. Fox and E. Jochim- 
sen.—p. 487. 
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Acta Chirurgica Scandinavica, Stockholm 


105:395-486 (No. 6) 1953. Partial Index 


Vesical Neck Obstruction in Children. M. Andreassen.—p. 398. 

Bladder Hernia: Survey and Case Report. S. Kollberg.—p. 407. 

Hypospadias: 34 Completed Cases Operated on According to Denis 
Browne. P. Fogh-Andersen.—p. 414. 

Sequelae of Gastrectomy. K. Boman.—p. 424. 

Gastric Ulcer High on Lesser Curvature. O. Mikkelsen and H. H. 
Wandall.—p. 430. 

*Congenital Absence of the Galibladder: Report of Case Diagnosed at 
Operative Cholangiography. L. Malmstrém.—p. 440 


Congenital Absence of the Gallbladder.—Congenital absence 
of the gallbladder in a 62-year-old man was detected with 
the aid of cholangiography performed in the course of sur- 
gical intervention for dyspeptic symptoms and pain under the 
right costal arch radiating back and up to the right shoulder. 
Occasionally the patient had painful attacks of the type pro- 
duced by cholelithiasis. He could not tolerate fat. Roentgeno- 
graphic examination of the stomach and colon showed no signs 
of an abnormal condition. No filling was obtained by cho- 
lecystography. At operation, abundant adhesions made it 
difficult to approach the gallbladder. No well-defined gall- 
bladder but a viscus-like formation was observed in this area. 
Cholangiography revealed that this viscus-like formation was 
a dilated and tortuous common bile duct united with a dilated 
hepatic duct. There was no gallbladder and no cystic duct, 
and no stones were detected. When reexamined four months 
after the operation, the patient still complained of persistent 
abdominal pains and reported that he occasionally had jaun- 
dice. Observations made in this case and cumulated evidence 
by other workers suggest the following conclusions: (1) opera- 
tive cholangiography is the only reliable method for the estab- 
lishment of a diagnosis of congenital absence of the gall- 
bladder; (2) operative cholangiography is the only method 
available for excluding the presence of an intrahepatic gall- 
bladder or remains of a gallbladder shrunken by cholecystitis; 
(3) the extrahepatic ducts should be drained for a long time 
after operation in cases of agenesis of the gallbladder causing 
severe symptoms; (4) agenesis of the gallbladder is often asso- 
ciated with adhesions in the upper part of the abdomen. 


Australian J. Exper. Biol. and M. Science, Adelaide 


31:193-290 (June) 1953. Partial Index 


Effect of Diaphragmatic Movement on Absorption of Protein and of Red 
Cells from Pleural Cavity. F. C. Courtice and B. Morris.—p. 227. 
Thermal Destruction of Vitamin Bi: Studies with Aneurin Mononitrate. 
K. T. H. Farrer.—p. 247. 

Viscometric Behaviour of Mucoprotein Isolated from Human Urine. 
Cc. C. Curtain.—p. 255. 

*Effect of D.O.C.A. on Diabetic Ketosis. S. Rose.—p. 273. 

Determination of Blood Sugar with Anthrone. S. J. Prokhovnik and 
J. F. Nelson.—p. 279. 

Influence of Steroids on Carcinogenic Action of 2-Acetylaminofiuorene. 
G. Read and V. J. McGovern.—p. 283. 


Effect of Desoxycorticosterone Acetate on Diabetic Ketosis.— 
It has been suggested that part of the insulin resistance and 
aggravation of the diabetic state that occurs during diabetic 
ketosis is related to the overactive adrenal cortex with con- 
sequent overproduction of 11, 17-oxysteroids. Since prolonged 
administration of desoxycorticosterone acetate (DOCA) can 
cause adrenocortical atrophy, experiments were made to evalu- 
ate the depressing effect of desoxycorticosterone acetate on the 
increased adrenocortical activity that occurs during diabetic 
ketosis. Adult male rats were made diabetic by the intravenous 
administration of alloxan (2,4,5,6-tetraoxohexahydropyrimi- 
dine). They were then placed in separate cages and fed on a 
relatively constant diet. All animals were tested for diabetes 
by the determination of blood sugar, and qualitative tests for 
glycosuria and urinary ketosis were also carried out. The 
diabetic animals were divided into three groups. The first group 
received no special treatment, and glycosuria and high blood 
sugar levels developed. The second group was controlled as 
well as possible with protamine zinc insulin. The insulin in- 
jections were begun 24 hours after alloxan was administered. 
These rats did not develop ketosis although some did show 
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a moderate to severe glycosuria and a rather high blood sugar. 
The third group of diabetic rats received by subcutaneous in- 
jection 2 mg. of desoxycorticosterone acetate in 0.2 ml. of oil 
per day. (All other rats received similar injections of 0.2 ml. 
of oil per day as a control procedure.) The desoxycorticosterone 
acetate and oil injections were begun 24 hours after alloxan 
was administered. It was found that in rats with uncontrolled 
alloxan diabetes and ketosis, there was a marked increase in 
adrenocortical activity. Desoxycorticosterone acetate partially 
suppresses this increased adrenal activity but not to the same 
extent as insulin does. Desoxycorticosterone acetate admin- 
istration to diabetic, ketotic rats causes a fall in blood sugar, 
which may be related to the partial suppression of adrenal 
activity and consequent decline in production of 11, 17-oxy- 
steroids. 


British Journal of Dermatology, London 
65:293-336 (Sept.) 1953 


Pityriasis Lichenoides and Parapsoriasis. J. T. Ingram.—p. 293. 

Skin Disease in British Army in S.E. Asia: II. Tinea Corporis: Clinical 
and Pathological Aspects, with Particular Reference to Relationship 
Between T. Interdigitale and T. Mentagrophytes. P. H. Sanderson and 
J. C. Sloper.—p. 300. 

Isonicotinic Acid Hydrazide in Treatment of Cutaneous Tuberculosis: 
oa Report. A. N. Chakraborty, A. K. Banerjee and S. Ghosh. 
—p. 310. 


British Medical Journal, London 
2:635-682 (Sept. 19) 1953 


Almroth Wright—Pioneer in Immunology. L. Colebrook.—p. 635. 

*Serum Vitamin Biz Concentrations of Patients with Megaloblastic 
Anaemia After Treatment with Vitamin Biz, Folic Acid, or Folinic 
Acid. D. L. Mollin and G. I. M. Ross.—p. 640. 

*Vitamin Biz in Nutritional Macrocytic Anaemia. C. R. Das Gupta, J. B. 
Chatterjea and P. Basu.—p. 645. 

Nature and Treatment of Plummer-Vinson Dysphagia. J. A. W. Bingham 
and J. S. Logan.—p. 650. 

Anti-Sialogogue and Other Effects of Atropine Mucate. W. W. Mushin, 
S. Galloon and E. Lewis-Faning.—p. 652. 

A.C.T.H. and Cortisone in Idiopathic Thrombocytopenic and Schénlein- 
Henoch (Allergic) Purpura. D. G. Adamson, W. Walker and A. E. 
Macintosh.—p. 656. 

Polyarteritis Nodosa Treated with A.C.T.H.: Report of Case, with 
Recovery. J. H. Simpson, M. Hall and B. Morgan.—p. 659. 

Composition of Articular Cartilage in Osteoarthritis: Changes in Col- 
lagen/Chondroitin-Sulphate Ratio. B. F. Matthews.—p. 660. 


Serum Vitamin B,. Concentration of Patients with Megalo- 
blastic Anemia.—Early studies showed the mean serum vita- 
min B,. concentration of normal subjects was about 320 micro- 
micrograms per milliliter; the lower limit in normal subjects 
was about 100 micromicrograms per milliliter. The serum 
concentrations of patients with untreated pernicious anemia 
were low; the mean concentration was less than 40 micro- 
micrograms per milliliter. Intramuscular injections of vitamin 
Bi: produced a rise in the vitamin concentrations in the serum 
of patients with pernicious anemia from the low pretreatment 
levels to levels equal to or above normal. The duration of 
normal serum vitamin B,. levels and normoblastic hemopoiesis 
following single intramuscular injections of vitamin By.» in 
patients with pernicious anemia, which has a direct bearing 
on the treatment of this condition, was studied in 33 patients 
in relapse. The serum vitamin Bw concentrations of these 
patients rose from low pretreatment levels to normal after 
single intramuscular injections of from 20 to 1,000 mcg. of 
B,. and remained within the normal range for periods of from 
2 to 98 days. The mean concentration in all the patients in 
each treatment group, however, although remaining within 
the normal range, fell below the mean concentration found 
in normal subjects within a few days after the injections. 
Hemopoiesis was normoblastic when the serum vitamin B.: 
concentrations were normal; when the concentrations were 
below normal megaloblasts reappeared in the marrow. Intra- 
muscular injections of 40 mcg. of vitamin Bw every 10 days, 
or of 160 mcg. every 21 days, maintained the normal serum 
vitamin By level of most patients. These doses seem to be 
the minimum required for the treatment of patients with 
pernicious anemia in relapse. Much larger doses, up to 5 mg., 
should be given in the first week or two not only to supply 
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enough vitamin Bw for hemopoiesis, but also to replenish the 
greatly depleted tissue reserves. The serum vitamin Bi concen- 
trations of a smaller group of patienis with various megalo- 
blastic anemias were not altered by treatment with folic acid 
or folinic acid. The amount of folic acid or folinic acid avail- 
able for hemopoiesis, however, affects the relation between 
the serum vitamin By level and the type of hemopoiesis. The 
serum vitamin By levels remained low in patients with per- 
nicious anemia in relapse, though hemopoiesis in their marrow 
rapidly became normoblastic while they were being treated 
with folic acid or folinic acid. The amount of vitamin C 
available may also be an important factor in the relation be- 
tween the serum vitamin B.: levels and the type of hemopoiesis. 


Vitamin B,. in Nutritional Macrocytic Anemia.—Vitamin Bi» 
was given to 22 Indian patients with nutritional macrocytic 
anemia for the purpose of ascertaining its value in the treat- 
ment of that condition and incidentally of comparing its 
hematinic efficiency with that of folic acid and/or liver ex- 
tract. Initial improvement was good in 14 patients, but the 
improvement was sustained and reached normal in only 5 
patients treated with vitamin Bw alone. Folic acid was given 
after vitamin Biz in 14 cases with good response in 8, but again 
normal was attained in only 4. Crude liver extract was given 
to eight patients in whom the blood level had failed to reach 
normal after vitamin Biz and folic acid. In all but one the 
blood level then became normal. Indications are that both 
folic acid and vitamin By» are valuable agents in the treat- 
ment of nutritional macrocytic anemia, which apparently rep- 
resents deficiency of both these elements. Deficiency of folic 
acid is probably the primary and major factor, while that of 
vitamin Bw is probably the secondary factor in most cases. 
Patients with nutritional macrocytic anemia in different parts 
of the world may vary in their degree of deficiency of vita- 
min Bi and folic acid as a result of dietary differences. The 
response to therapy depends on both the absolute and the 
relative deficiencies of these factors, and this may account for 
the differences in response obtained by workers in various 
regions. 


Canadian Medical Association Journal, Montreal 
69:97-196 (Aug.) 1953 


Occlusive Dressing Versus Exposure Method in Treatment of Thermal 
Burns. H. Baxter, R. G. Randall and K. K. Kapur.—p. 97. 

Tularaemia in Northwestern Ontario. J. Millar.—p. 102. 

Intramuscular Aqueous Heparin. E. R. Gubbay and E. Pash.—p. 105. 

Physiological Factors Underlying Therapeutic Success in Mental Dis- 
orders. J. W. L. Doust.—p. 108. 

Common Benign Mesenchymal Tumours of Stomach. J. D. Palmer and 
S. J. Martin.—p. 115. 

Serological Pattern of Influenza Virus Strains Isolated in Canada from 
1948 to 1951. G. Dempster and B. Buchner.—p. 119. 

Malignant Tumours of Testicle. C. C. Higgins and F. W. Arber.—p. 124. 

Lumbar or Spinal Anaesthesia in General Practice. R. J. Fraser.—p. 132. 

Epidemic Keratoconjunctivitis. M. F. McGavin, J. P. Boley and H. L. 
Ormsby.—p. 137. . 

Middlebrook-Dubos Haemagglutination Reaction in Diagnosis and Prog- 
ress of Tuberculosis. S. Nommik and J. F. Meakins.—p. 140. 

*Porphyria in Surgery. A. J. Kergin.—p. 146. 

Phenylindanedione: Useful Anticoagulant. S. R. Townsend, K. J. Fay, 
J. R. Downing and others.—p. 149. 

*Pneumothorax-Pneumoperitoneum? T. G. Heaton.—p. 151. 


Porphyria in Surgery.—The occurrence of acute intermittent 
porphyria is reported in three surgical patients, one man aged 
49 and two women aged 25 and 49, all of whom complained 
of severe abdominal pain and vomiting. The man had com- 
plained of acute attacks of abdominal pain for many years, 
and during one of these his appendix had been removed. He 
had been admitted to hospital frequently, and on the last 
admission his urine was tested for porphobilinogen and was 
found strongly positive. Further investigation demonstrated a 
pronounced impairment of liver function. The patient died, 
and necropsy revealed portal cirrhosis with massive ascites. 
For eight years during which the patient was supervised, he 
did not show evidence of impaired liver function. The con- 
clusion was that the initial metabolic upset was acute inter- 
mittent porphyria and that the liver disease was secondary 
to his poor nutrition, to his high alcoholic intake, and to the 
toxic effect of abnormal porphyrins. The younger woman 
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exemplified the full-blown history. of acute intermittent por- 
phyria, a chronic illness featured by psychotic, gastrointestinal, 
and neurological symptoms, proceeding to inevitable death. 
In retrospect, it seems certain that she had an organic duo- 
denal obstruction that required surgical intervention. It seems 
just as certain that the operative trauma elicited or contributed 
to a fulminating episode of neurological involvement. The 
other woman had undergone a gynecologic operation and a 
hemorrhoidectomy that quite possibly were related to symp- 
toms arising from porphyria. It is not suggested that persons 
suffering from porphyria could not have other organic disease. 
The likelihood, however, that porphyria is the basis of all 
symptoms, is overwhelming from the evidence presented by 
these three patients and by others reported on in the literature. 
The typical patient with porphyria is a woman of early middle 
age, with a symptom complex of acute abdominal or neuro- 
logical disease, often without signs or laboratory and roentgen 
evidence to support an organic basis. A family and personal 
history of discord and mental upset is still more suggestive. 
Psychotic behavior with hallucinosis is commonly seen. A 
history of having passed dark or port wine urine and the find- 
ing of apparent urobilinogen on routine urinalysis make tenta- 
tive diagnosis possible. The specific test for porphobilinogen 
is then mandatory. The extreme probability of fulmination of 
the acute episode following an operation must always be 
remembered. 


Pneumothorax-Pneumoperitoneum?—Of 275 patients, most of 
them men between the ages of 20 and 40, with pulmonary 
tuberculosis in whom 292 pneumothoraxes were induced, 58 
(21%) had minimal disease, 140 (51%) moderately advanced 
disease, and 77 (28%) advanced disease. Additional methods 
of collapse therapy were employed in 149 patients (54%). 
The patients were followed up for 3 to 10 years. The results 
of treatment on the basis of five year survival were com- 
pared with those of treatment by bed rest alone derived from 
the literature of past years in which collapse therapy was 
little used. A mortality rate of 2% among the author’s patients 
with minimal disease and one of 8% among those with mod- 
erately advanced disease are contrasted with a mortality rate 
of 23% and 53% respectively among the patients treated by 
bed rest alone. The mortality rate in the entire series of 275 
patients was 11%; the survival over five years of 89% of 
the author’s patients is considered very satisfactory. The in- 
cidence of empyema among the author’s patients was 6.2% 
as compared with an incidence of 12.6% among a large num- 
ber of patients with therapeutic pneumothorax collected from 
the literature. This considerably reduced incidence of empyema 
may have been obtained by observing certain precautions in 
the selection of patients for pneumothorax and in their man- 
agement, which were not usually observed by the other 
workers. The mortality from empyema in the author’s patients 
was 37.5% as compared to 45% in those reported by other 
workers. The mortality of 37.5% from empyema was only 
2.3% among all of the pneumothoraxes induced by the author. 
If all cases of empyema had been avoided and all these lives 
saved by avoiding pneumothorax entirely, only 2.3% would 
have been saved. The method of collapse used instead of 
“primary pneumothorax” in order to save this 2.3% would have 
to at least equal pneumothorax in effectiveness and to have 
no intrinsic mortality on its own. A survey of 2,646 cases of 
pneumoperitoneum collected from the literature showed that 
this method of collapse was not free of mortality, which 
might be as much as 1% over a five year period. Compari- 
son of the effectiveness of pneumothorax with that of pneu- 
moperitoneum as collapse measures was attempted by a study 
from the literature of sputum conversion and cavity closure. 
Pneumothorax gave superior results by a substantial margin, 
although it appeared that more patients with advanced disease 
had been subjected to pneumothorax than to peritoneum. It 
is concluded that pneumothorax is, as a means of collapse, 
superior to pneumoperitoneum; with all its disadvantages 
pneumothorax as the primary procedure is still to be preferred 
for collapse therapy of most patients requiring such therapy 
provided that experienced surgeons are available who are will- 
ing to observe the author’s precautions in the selection and 
management of the pneumothorax patients. 
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Clinical Science, London 
12:223-316 (Ne. 3) 1953.- Partigh: lidex 


Observations on Faecal Excretion of Total Solids, Nitrogen, Sodium, 
Potassium, Water and Fat in Steatorrhoea Syndrome: W. T. Cooke, 
G. Thomas, D. Mangall and H. Cross.—p. 223. 

*Early Effects of Radioiodine on Human Thyroid Function. N. B. Myant. 
—p. 235. 

Pain Threshold in Nerve Blocks. J. Marshall.—p. 247. 

Vascular Responses in Patients with High Serum Titres of Cold Agglu- 
tinins. R. J. Marshall, J. T. Shepherd and I. D. Thompson.—p. 255. 

Assay of Thyrotrophic Hormone by Discharge of I from Thyroid of 
Day-Old Chicks. I. C. Gilliland and J. I. Strudwick.—p. 265. 

Studies on Peripheral Circulation in Osteitis Deformans. O. G. Edholm 
and S. Howarth.—p. 277. 

Clearing by Heparin of Alimentary Lipaemia in Coronary Artery Disease. 
M. F. Oliver and G. S. Boyd.—p. 293. 

Liver Blood Flow and General Anaesthesia. R. Shackman, I. G. Graber 
and D. G. Melrose.—p. 307. 


Effects of Radioiodine on Thyroid Function.—Myant says 
that although radioiodine has been used widely in thyrotoxi- 
cosis, little attention has been paid to the earliest changes in 
thyroid function. It is not known, for example, how soon the 
earliest effects can be detected, which of the various functions 
of the thyroid is first affected, or whether the first detectable 
changes are reversible. In the investigations reported here, an 
attempt was made to answer these questions by examination 
of four thyrotoxic patients selected for treatment with I'*'. 
Serial radioiodine tests were made on these patients. At an 
early stage in the course of the treatment, both the uptake 
and secretion of radioiodine by the thyroid appeared to be 
inhibited. In one patient, the evidence suggests that the mecha- 
nism concerned in the secretion of hormone -was more radio- 
sensitive than that responsible for iodine uptake. In two pa- 
tients there was partial recovery of thyroid function after an 
initial depression, while the treatment was still being con- 
tinued and before there was evidence of clinical improvement. 
Then, when further therapeutic doses were given, thyroid 
function was again depressed and a clinical remission resulted. 
The total radiation dosage at which a depression of thyroid 
function could just be detected varied from about 500 to 
10,300 roentgen equivalents in the four patients. 


Glasgow Medical Journal 
34:329-368 (Aug.) 1953 

Consumption of Some Components Involved in Physiological Blood 
Coagulation. A. S. Douglas and R. Biggs.—p. 329. 

Scottish Study of Persons Registered as Disabled Under Disabled Per- 
sons. (Employment) Act, 1944. T. Ferguson and A. N. Macphail. 
—p. 343. 

Labour Following Caesarean Section. D. F. Bruce.—p. 354. 


Journal of Forensic Medicine, Cape Town 


1:1-64 (July-Sept.) 1953. Partial Index 

Blood Groups and Skin Colour: Their Genetics in Human Anthropology. 
M. Shapiro.—p. 2. 

Sudden or Unexpected Deaths in Infancy. K. M. Bowden.—p. 19. 

Possible . Neurological Mechanisms Responsible for Sudden Death with 
Minimal Anatomical Findings. L. Adelson.—p. 39. 

Estimation of Stature from Long Bones: Discussion of Its Reliability. 
E. N. Keen.—p. 46. 

Estimation of Age from Cranial Suture Closure: Report on Its Unre- 
liability. R. Singer.—p. 52. 


Journal of Laryngology and Otology, London 


67:497-580 (Sept.) 1953 

Observations on Pathology of Otosclerosis. R. F. Ogilvie and I. S. Hall. 
—p. 497. 

Occupational Deafness Including Some Remarks on Auditory Potigue 
and Adaptation. B. Larsen.—p. 536. 

Incidence of Chronic Infection of Maxillary Sinus in Children. S. oa 
son and J. D. Gray.—p. 556. 

Functional Problems Connected with Bilateral Radical Neck Dissection. 
E. Bocca.—p. 567. 


Journal of Tropical Medicine and Hygiene, London 


56:199-224 (Sept.) 1953 
Diffuse Scleroderma in an African Male. M. Gelfand.—p. 199. 
Relative Pyrimethamine Insensitivity in Case of Falciparum Malaria in 
Jamaica. D. B. Jelliffe-—p. 201. 
Escherichia Colofoetida Castellani: Brief Note on Its Systemic Position. 
U. Berger.—p. 202. 
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Lancet, London 


2:525-578 (Sept. 12) 1953 


Reticuloses: Clinicopathological Study. M. C. G. Israéils.—p. 525. 

Clinical Tests for Liability to Postprandial Attacks of Palpitation and 
Weakness After Gastric Operation. W. H. Smith, R. Fraser, K. Staynes 
and J. M. Willcox.—p. 530. 

*Bacteriology of Chronic Bronchitis. J. R. May.—p. 534. 

Liquefaction of Sputum for Bacteriological Examination. G. A. Rawlins. 
—p. 538. 

Effect of Emotion on Renal Function in Normotensive and Hypertensive 
Women. B. E. Miles and H. E. De Wardener.—p. 539. 

Traumatic Rupture of Normal Spleen in Children. B. W. T. Pender. 
—p. 544. 

Traumatic Rupture of Spleen. R. K. Wilson.—p. 545. 


Bacteriology of Chronic Bronchitis ——A preliminary communi- 
cation in May, 1952, showed that some organisms are dis- 
tributed quite irregularly throughout the sputum of patients 
with bronchitis. In this paper the author describes the tech- 
nique used in investigations on 54 outpatients and 14 in- 
patients with chronic bronchitis. A single culture from a 
specimen of sputum often fails to reveal all the species of 
bacteria present, even though the culture is made from a 
purulent part. A “specimen” of sputum, as used in this in- 
vestigation, is defined as a portion of sputum expectorated 
by one bout of coughing only. Each specimen was expectorated 
into a sterile screw cap “universal container,” to which was 
added about five times as much isotonic sodium chloride 
solution. The sputum was rinsed in the solution before being 
transferred to a sterile Petri dish. This dish was laid on a 
ruled grid of numbered squares. From a table of random 
numbers the first five numbers were selected that corresponded 
to numbers on the grid covered by the sputum. These indi- 
cated the sites from which cultures were to be made. Care 
was taken that the wire loop was not simply dipped into 
the sputum and withdrawn. The loop was used to extract 
a portion of sputum, which was then transferred to the side 
of the culture medium, where it was broken up before being 
spread over the plate. Each of the five cultures made from 
a specimen of sputum was subjected to “differential colony 
counting.” The author feels that this technique of taking five 
cultures from one specimen is not practicable in a routine 
laboratory, and a method is required for liquefying the sputum 
without interfering with the viability of the organism. In 
this way a homogenous suspension could be prepared from 
which only one culture would reveal all the species of bac- 
teria present. Such a method has now been developed by 
Rawlins. In some patients more than one specimen of sputum 
was required to reveal a “pathogen.” Each of the 14 inpatients 
was producing consistently purulent or mucopurulent sputum. 
In 11 cases a “pathogen” was revealed in the first specimen; 
in 2 cases “pathogens” were found in the next specimen; 
and in the remaining case a “pathogen” (pneumococcus) was 
found only in the sixth specimen examined. Thus at least 
two and preferably more specimens should be examined. 
There is a significant association between pus in the sputum 
and the presence of potential pathogens, especially the pneu- 
mococcus and Hemophilus influenzae. Organisms of doubtful 
pathogenicity, such as Micrococcus (Streptococcus) viridans, 
nonhemolytic micrococci, and Neisseria catarrhalis, are not 
related to pus in the sputum. 


Maandschrift voor Kindergeneeskunde, Leyden 
21:249-280 (Aug.) 1953. Partial Index 


Eosinophilic Granuloma or Hand-Schiiller-Christian Disease? J. L. Keyzer 
and A. van der Velde.—p. 249. 
*Occurrence and Treatment of Migraine in Children. J. C. de Wit.—p. 259 


Migraine in Children.—In the first part of this report de Wit 
is concerned with 74 children who had periodic attacks of 
headache and a history of one or several of the following 
factors: concussion of the brain, nasal adenoids, disorders of 
the nasal sinuses, visual defects, and allergic manifestations. 
Fifteen of these 74 children had family histories of migraine, 
and 6 of these 15 had allergic disorders. This incidence of 
allergy is not much higher than what can be expected in 
the absence of a family history of migraine. Gastrointestinal 
symptoms, with or without headaches, were observed in 4 of 
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the 15 children with a family history of migraine, and all 4 
belonged to the allergic group. In the second part of this 
paper the author reports observations on 60 children belong- 
ing to 26 families with a history of migraine. Fifteen of these 
children had attacks of migraine before the age of puberty, 
but only 5 of these 15 retained their migraine attacks during 
puberty. Eight of the 45 children, who had been free from 
migraine during childhood, had their first attacks of migraine 
during puberty. Generally the attacks of migraine were the 
severer and more frequent, if the onset had been early. Pre- 
puberal migraine occurred with the same frequency in both 
sexes, whereas more girls than boys had attacks of migraine 
during and following puberty. All children who had migraine 
attacks before puberty had a family history of migraine. 
Allergy does not play an important part in prepuberal mi- 
graine; the attacks differ from those in adults only by their 
greater frequency. Treatment with antihistamines proved most 
effective in children with migraine, and it appeared that the 
sedative effect of some of these drugs was not the decisive 
therapeutic factor. Early treatment is important. 


Medical Journal of Australia, Sydney 
2:161-196 (Aug. 1) 1953 

Naval Aviation Medicine. R. M. Coplans.—p. 161. 

Acute Infections of Fingers and Hand. T. J. Claffey and N. C. Newton. 
—p. 164. 

Cardiac Arrest as Surgical Emergency. I. Monk.—p. 169. 

*Porphyrinuria in Persons Exposed to Lead Hazards. D. O. Shiels, G. R. 
Palmer, P. E. Cornish and E. J. Kearley.—p. 171. 

Thyroidectomy Follow-Up. O. B. Tofler.—p. 176. 


Porphyrinuria in Exposure to Lead.—During the last two 
and a half years it has been the practice of Shiels and asso- 
ciates to determine the coproporphyrin content of all speci- 
mens of urine examined for lead in an attempt to assess the 
value of this very rapid test as an aid in the prevention and 
diagnosis of lead poisoning. The results of the examination 
of 279 specimens of urine from persons who had had various 
degrees of exposure are presented. There was a close corre- 
lation between the mean values of lead and of coproporphyrin 
in urine. Similar though not so close correlation existed be- 
tween the stippled blood cell counts and the coproporphyrin 
content of the urine. The authors feel that from the point of 
view of routine control of employees exposed to lead haz- 
ards, the determination of the urinary coproporphyrin content 
has certain advantages over other tests, especially when a 
large number of persons have to be studied. The test can be 
performed in about 10 minutes, whereas urinary lead de- 
terminations may take several hours. Although a stippled blood 
cell count can be carried out in about 10 minutes for the 
actual count, the performance of a large number of these is 
tedious, and the preparation of slides, making of films, fixing 
and staining, washing and drying consume considerable time. 
One advantage of the stippled blood cell count is that the 
film provides a more or less permanent record. Whereas 
urine may be accidentally or purposely contaminated with 
lead, contamination with porphyrin is not likely, since only 
a very skilled person could accomplish this, without it being 
detected. The determination of coproporphyrin in urine is 
also helpful in establishing contamination with lead. In a 
case in point a high urinary lead value was obtained (0.6 mg. 
per liter) in a sample of urine. The coproporphyrin content 
was also high (0.7 mg. per liter), indicating that the patient 
had had considerable absorption of lead. The porphyrin in 
the urine is not stable under the influence of light, and hence 
the determination must be carried out shortly after the urine 
has been collected and on samples kept in amber-colored 
bottles and/or in the dark. The concentrations of copro- 
porphyrin in the urine are not quite so closely related to the 
clinical conditions as are the stippled blood cell counts. It 
has also been pointed out that abnormal amounts of copro- 
porphyrin in the urine indicate damage to the organism, 
whereas abnormal amounts of lead do not. Experience with 
over 2,000 analyses for lead in urine has indicated, however, 
that abnormally high values in the great majority of cases 
indicate damage to the organism. In the diagnosis of doubtful 
cases of lead poisoning stippled blood cell counts and the 
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determination of lead in urine or blood should not be neg- 
lected, but rather should be combined with the coproporphyrin 
determination in the urine. Furthermore, the ratio of mono- 
cytes plus large lymphocytes to small lymphocytes should 
also be ascertained. 


Minerva Chirurgica, Turin 
8:515-558 (June 30) 1953. Partial Index 

*Retrosternal Esophagoplasty to Substitute Entire Esophagus with Iso- 
peristaltic Colon. A. M. Dogliotti and G. Guglielmini.—p. 515. 

Pressure in the Right Ventricle and Pneumonectomy. V. Benedetto and 
T. Poletti.—p. 521. 

Some Histological Aspects of Arterial Innervation in Amputation Stumps 
Experimental Studies. R. Ferrero and S. Abeatici.—p. 525. 

*Synthetic Antihistamines in Prophylaxis and Treatment of Post-Trans- 
fusion Reactions. C. Catalano.—p. 544. 


Substitution of Esophagus with Isoperistaltic Colon.—In Octo- 
ber, 1950, a 19-year-old woman accidentally swallowed sul- 
furic acid that severely damaged the esophagus. All attempts 
of endoscopic therapy failed, and roentgenograms revealed 
that the contrast medium stagnated in the oropharynx. Three 
months after the accident the patient could no longer take 
fluids and had to be fed through a gastric fistula. Attempts 
to dilate the esophagus by the retrograde approach through 
the fistula also failed. Two years later surgery was resorted 
to. In September, 1952, a laparotomy was performed to ligate 
and section the right ileocolic artery and to remove the appen- 
dix. A second intervention, which lasted seven hours, was 
performed about 20 days later. The middle colic artery and 
the right colic artery were ligated and sectioned. The ileum 
was severed about 5 cm. from the ileocecal valve. The cecum, 
ascending colon, and two-thirds of the transverse colon were 
mobilized, and an incision was made through the transverse 
colon slightly beyond the middle point. The segment that was 
to be substituted for the esophagus was about 45 cm. long. 
Its aboral end was sutured. The continuity of the alimentary 
tract was restored with an isoperistaltic ileotransversostomy. 
The distal part of the colon segment was anastomosed end- 
to-side to the first jejunal loop, and then the cervical stage 
of the intervention was begun. A long incision was made 
along the anterior margin of the left sternocleidomastoid 
muscle and the left omohyoid, sternohyoid, and sternothyroid 
muscles were resected. The sternal insertion of the sterno- 
cleidomastoid muscle was also resected. The esophagus, a 
hard string-like structure surrounded by extensive and firm 
adhesions, was severed about 3 cm. from the pharynx, and a 
rubber tube was introduced through the mouth and passed 
through the stump. The colon was then lifted retrosternally 
from the abdomen after the sternal apophysis had been re- 
sected. The laparotomy incision was sutured in layers. An 
end-to-side anastomosis was performed joining the cervical 
esophagus to the cecum, and the rubber tube was passed 
through the anastomosed area. The muscles that had been 
sectioned transversally were sutured and fixed over the new 
esophagus. Two drainage tubes were left in the cervical in- 
cision and were removed after four days. The immediate post- 
operative course was good. The cervical esophagus had a 
tendency to narrow, but gradual and painless dilatation was 
secured with common dilators in about 30 days. The patient 
was able to take fluids and semifluid food. But shortly there- 
after severe postprandial symptoms developed that were prob- 
ably due to exclusion of the stomach from the alimentary 
tract. A third operation was performed in January, 1953, to 
form a colon-gastrostomy in addition to the colon-jejunostomy 
that had been formed during the second intervention. A 
side-to-side anastomosis was performed joining the lower por- 
tion of the colon, which served as esophagus, to the stomach. 
The postprandial symptoms disappeared, the general condi- 
tion of the patient began to improve, and on March 1, 1953. 
the gastric fistula could be closed definitively. At the time 
of writing, the patient was well and was able to eat any 
food. Roentgenograms indicated that the new esophagus was 
functioning well. 

Synthetic Antihistamines in Post-Transfusion Reactions.—Sy 0- 
thetic antihistamines have been used to prevent or treat pos'- 
transfusion reactions when a hypothesis was advanced thal 
these reactions may be of allergic origin. The author studied 
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the effects of intravenous administration of antihistamines in 
220 direct and indirect transfusions at the clinic of the Uni- 
versity of Palermo from April, 1950, to May, 1952. The 
patients who received an average of 250 cc. of blood or 
plasma were divided into four groups, and three antihistaminic 
preparations were used. The first group of 57 patients was 
given the antihistamine preparation as soon as the reactions 
appeared (15 to 30 minutes after the transfusion). They 
occurred in 64% of the patients but disappeared within four 
minutes after the administration of the drug. A second group 
of 105 patients was given the antihistamine preparation im- 
mediately before and after the transfusion and again 15 
minutes later. Blood and plasma to which the antihistamine 
had been added were given during surgery to 22 and 16 
patients respectively. Coagulation was prevented by means of 
Novotrans, a hyposulfite. A fourth group of 20 persons re- 
ceived the antihistamine 15 minutes after the transfusion. The 
best results were obtained in these patients with a 37% de- 
crease in the incidence of reactions. The same incidence of 
reactions was found in those to whom the antihistamine was 
given concurrently with blood or plasma during surgery. But 
the good effects in these patients were ascribed mainly to the 
desensitizing action of the hyposulfite. The prophylactic effect 
of the antihistamine preparations varied according to the time 
at which they were administered. The intravenous adminis- 
tration of the preparations did not cause side-effects. The re- 
sults seem to confirm the theory of the allergic pathogenesis of 
post-transfusion reactions. 


Miinchener medizinische Wochenschrift, Munich 
95:1001-1024 (Sept. 11) 1953 


Clearance Studies on Patients with Diseases of Kidneys Associated with 
Hypertension. H. Schwalb.—p. 1001. 

Problems of Rearing of Premature Infants. R. Weller.—p. 1004. 

“Tumors” on Buttocks. S. Spérlein.—p. 1007. 

Heart and Trauma. H. Meyeringh.—p. 1007. 

*Oxytetracycline in Treatment of Severe Surgical Inflammations. H. Schultz. 
—p. 1010. 

*Combined Administration of Penicillin and Streptomycin in Urology. 
FP. Strihuber.—p. 1012. 


Oxytetracycline in Severe Surgical Inflammations.—Oxytetra- 
cycline (Terramycin) is the antibiotic with the widest spectrum 
of efficacy in vitro. It was used in the treatment of 54 surgi- 
cal patients. There were 32 severely ill patients with peritonitis. 
Severe diffuse infection of the abdominal cavity had occurred 
in 14 of these 32 patients and was due to perforating appen- 
dicitis in 6, perforating Meckel’s diverticulum in 1, post- 
appendectomy infection in 1, perforating gallbladder in 2, 
perforating gastric ulcer in 2, and perforative peritonitis sec- 
ondary to prolonged constriction of intestine in 2. The sup- 
purative peritonitis that was caused by Escherichia colli, 
Proteus, or hemolytic streptococci was controlled in all 14 
patients with continuous infusion of 2 gm. of oxytetracycline 
for one to eight days followed by oral administration in 
tablets of 1 gm. of the drug in 24 hours for 3 to 11 days. 
Sixteen of the 32 patients had localized peritonitis due to 
perforating appendix in 8, perforating gallbladder empyema 
in 4, perforating ulcer in 2, and secondary to operation for 
carcinoma of the colon and of the stomach in 2; all these 
patients were given oxytetracycline first intravenously and then 
orally, and except for one patient with insufficiency of duo- 
denal stump after primary resection of the stomach for a 
giant callous perforating duodenal ulcer, all the others made 
a complete recovery. The lives of some of the patients with 
diffuse or localized peritonitis, who were too ill to be operated 
on, were saved by the oxytetracycline. Two patients with large 
appendical abscess were therapeutic failures. Highly satisfac- 
tory results were obtained in patients with acute phlegmonous 
infection, particularly in those caused by anaerobes. 


Combined Administration of Penicillin and Streptomycin in 
Urology.—Pasimycin, an antibiotic compound containing 1 
gem. of dihydrostreptomycin sulfate and 400,000 units of peni- 
cillin, was given prophylactically to 20 patients who underwent 
radical prostatectomy. One-half of the original dose, i. e., 0.5 
em. of streptomycin and 200,000 units of pencillin, was ad- 
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ministered four times at 6 hour intervals in 24 hours. A 
continuous minimum blood level of streptomycin can be ob- 
tained only with injections repeated at least every six hours. 
Concentrations in the urine of 500 to 1,000 gamma per cubic 
centimeter were obtained with the six hourly injections of 
0.5 gm. of streptomycin. Primary healing of the operative 
wound was obtained in 12 of the 20 patients. A urinary fistula 
due to catheter disturbances or insufficient suture of the blad- 
der developed in eight patients, but healing of the operative 
wound occurred after mild inflammation in five, while suppura- 
tion occurred in only three patients. Satisfactory wound heal- 
ing thus occurred in 75% of the patients operated on while 
receiving combined penicillin-streptomycin therapy. There was 
not a single case of severe ascending urinary infection. Of 
20 patients who underwent radical prostatectomy without pro- 
phylactic treatment with antibiotics primary healing of the 
wound occurred in 4, and in additional 4 patients healing 
of the wound occurred after mild inflammation associated with 
a temporary urinary fistula. The ratio of 75% of satisfactory 
healing of the wound with antibiotic prophylaxis as compared 
to 40% without it, suggests the use of large doses of strepto- 
mycin combined with penicillin for operative prophylaxis, 
although the small number of cases does not permit definite 
conclusions. Shortening of the average postoperative hospital 
stay by three days was an additional advantage of the com- 
bined antibiotic therapy. It was continued for only 96 hours 
because bacteria that would have remained in the wound after 
this period would have become resistant and further continua- 
tion of the treatment might have masked, but not prevented, 
the impending suppuration of the wound. The expenses of 
the suggested prophylactic treatment seem to be justified, since 
antibiotic treatment after prostatectomy will be required in 
most patients because of threatened ascending urinary infec- 
tion. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
97:2061-2116 (Aug. 8) 1953. Partial Index 


Pulmonary Cancer: Prevention and Cancerophobia. J. Exalto.—p. 2069 

*Influence of Psychic Factors in Pathogenesis of Myocardial Infarction 
G. F. van Balen.—p. 2074. 

Reactions of Persons with Vascular Instability to Severe Physica! Strain 
and Its Influence on Eosinophils. L. Koster, E. van Westreenen and 
C. J. Alers.—p. 2079. 


Psychic Factors in Pathogenesis of Myocardial Infarction.— 
The symptoms of myocardial infarction in the first two pa- 
tients were preceded by anginal attacks of more than ordinary 
duration. One, a 63-year-old man, had one attack of angina 
of 15 minutes’ duration 12 days before the onset of infarction. 
Several days later, he had a similar attack of the same dura- 
tion, and then after several milder and shorter attacks, the 
myocardial infarct developed. This and another patient had 
these anginal attacks only about two weeks before the infarc- 
tion, and it was especially noteworthy that the first anginal 
attack followed psychic tension and emotional stress the cause 
of which persisted. The author presents histories of several 
other patients in whom myocardial infarction developed after 
worry about difficulties had persisted for some weeks, and 
the infarct itself appeared during a violent emotion caused 
by the difficulties. The seriousness of the difficulties as well 
as the psychic predisposition of each patient may have con- 
tributed to the damaging effects. The predisposition may be 
congenital or result of previous experiences or of somatic 
disease. It is well known that the development of hypertension 
often influences the degree of emotional upset, and myo- 
cardial infarct often develops in hypertensive patients. Several 
brief case histories are presented to illustrate this connection. 
Other patients complained of great fatigue some months before 
the occurrence of the infarct, and it is not improbable that 
although these patients did not as yet have angina, their 
fatigue may have been due to some insufficiency in their coro- 
nary circulation, which also may perhaps increase emotional 
upset. The relationship between infarction and precipitating 
psychological factors as a rule remains unrecognized unless 
a special inquiry is made with regard to this possibility. 
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New Zealand Medical Journal, Wellington 


§2:237-314 (Aug.) 1953. Partial Index 


Medical Aspects of Atomic War. E. Button.—p. 239. 
Some Aspects of Anuria in Obstetrics and Gynaecology. J. L. Wright. 


—p. 247. 

Herpangina with Isolation of Virus. T. G. Fox and A. M. Murphy. 
—p. 257. 

“Q” Fever and Its Human and Animal Association. R. M. Salisbury. 
—p. 260. 


Accuracy of Cardiographic Diagnosis and Location in Myocardial In- 
farction. M. K. Gray.—p. 278. 

Serological Diagnosis of Infectious Mononucleosis. N. P. Markham and 
S. J. Sinclair.—p. 280. 

“Mesenteric Vascular Occlusion. H. M. Karn.—p. 289. 


Mesenteric Vascular Occlusion.—Karn presents histories of 9 
patients with mesenteric vascular occlusion observed at the 
Dunedin Public Hospital over the past four years. Patients 
may present as medical or surgical cases or as cases without 
clear diagnostic features. Medical cases may occur in patients 
with auricular fibrillation receiving digitalis or quinidine, pa- 
tients with endocarditis, and patients with coronary infarction 
of some weeks’ duration in whom a mural thrombus has 
suddenly detached. There may be diarrhea and melena, and 
some may recover on the establishment of a satisfactory col- 
lateral circulation. Surgical cases may occur in patients with 
intestinal obstruction sent into hospital for observation. There 
may be severe abdominal colic, fecal vomiting, abdominal 
distention, and constipation. In rapidly fatal cases with some 
undiagnosed abdominal catastrophe, abdominal colic and 
vomiting are followed by sudden pallor, shock, and death. 
In cases with no clear diagnostic clinical features there may 
be abdominal colic with melena, with or without abdominal 
distention and tenderness. Roentgenography with barium and 
sigmoidoscopy shows nothing abnormal; some patients are 
subjected to laparotomy in order to exclude a neoplasm and 
evidence of intestinal infarction may be found. In the medical 
cases, which have been correctly diagnosed, gastrointestinal 
suction should be established to prevent distention. Blood or 
blood substitutes should be given intravenously to combat 
shock. Anticoagulants should be administered for several days. 
Patients in whom the mesenteric vascular occlusion is en- 
countered at laparotomy as a surgical emergency require re- 
section of the infarcted bowel with end-to-end anastomosis and 
the immediate administration of anticoagulants to limit further 
local thrombosis. Resection with a temporary double-barrelled 
enterostomy by the Paul-Mickulicz technique has likewise 
proved successful. 


Revista Brasileira de Tuberculose, Rio de Janeiro 
21:389-580 (May-June) 1953. Partial Index 


*Treatment of Pulmonary Tuberculosis in Patients with Leprosy. S. de 
Oliveira Lima and M. Fontes Magarao.—p. 397. 

Early Results of Intracavitary Isoniazid in Association with Monaldi’s 
Aspiration. E. Rizzo and R. Costa Carvalho.—p. 441. 


Tuberculosis: in Patients with Leprosy.—Leprosy is rare in 
pulmonary tuberculosis whereas the latter is frequent in pa- 
tients with leprosy. Out of 1,019 patients with leprosy ob- 
served by the authors in a period of four years, 119 (11%) 
had pulmonary tuberculosis, with or without cavitation. Of 
106 patients, 60 had pulmonary cavities and 46 did not. All 
of the patients had the dietetic hygienic regimen and strepto- 
mycin, which was given intramuscularly in daily doses of 
0.5 gm. per injection up to a total dose of 15 or 30 gm. for 
each series. Twenty-two patients with cavities had collapse 
therapy, by pneumothorax or pneumoperitoneum, with cure 
in 2 cases, improvement in 8 cases, and death in 3. The 
condition did not change in one case and became worse in 
8 cases. One patient without cavities had pneumoperitoneum 
with consequent cure. In the 38 patients with cavitation who 
did not have collapse therapy the figures were as follows: 
Cure in 2 cases, improvement in 9, death in 15, and 12 cases 
either unchanged or worse. In the 45 patients without cavities 
who did not have collapse therapy the figures were as follows: 
Cure in 38 cases, improvement in 3, death in 2, and un- 
changed course in 2. The authors obtained remarkably good 
results in 21 out of 22 patients with leprosy and pulmonary 
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tuberculosis from administration of isonicotinic acid hydrazid. 
The results are recent and conclusions cannot be reached. 
They conclude that streptomycin is of value with simultaneous 
good results on both pulmonary tuberculosis and leprosy. The 
mucosal complications of leprosy improve simultaneously with 
the clinical symptoms, roentgen signs and bacteriological find- 
ings of pulmonary tuberculosis. The drug is specific in tuber- 
culoid forms of leprosy. It causes disappearance of small 
pulmonary cavities. The occurrence of streptomycin-resistance 
of tubercle bacillus does not call for discontinuance of the 
drug for as long as the patient maintains his body weight and 
the general condition, the symptoms, roentgen signs, and bac- 
teriological findings show improvement. Collapse therapy is the 
necessary treatment of pulmonary tuberculosis with cavitation 
in patients with leprosy. 


Revue de la Tuberculose, Paris 


17:765-900 (No. 7-8) 1953. Partial Index 
*Endobronchial Perforations of Lymph Nodes Considered Apart from 
Primary Infection. A. Dufourt, J. Brun and C. Ollagnier.—p. 765. 

Biochemical Behavior of Several Acylhydrazones of Glycurolactone. 
H. Passedouet, P. Fusey and M. Roussos.—p. 784. 

Experimental and Clinical Study of Isonicotyl-Hydrazone of Glycurono- 
lactone. G. Brouet, B. N. Halpern, J, Marche, J. Mallet and J. Chrétien. 
—p. 789. 

Remarks on Signs and Evolution of 225 Discrete Tuberculous Infiltrates 
of Lungs Followed for from One to Five Years. A. Meyer, J. Bouhey, 
H. Defourneaux and Mrs. Defourneaux.—p, 825. 

Search for Koch’s Bacillus by Inoculation of Guinea Pig in Current 
Practice. F. Tison.—p. 831. 


Endobronchial Perforations of Lymph Nodes.—Bronchial per- 
forations of the lymph nodes that coincide with the onset of 
chronic phthisis are exceptional. At a later stage, lesions may 
appear in the lymph nodes and lead, notably after the age 
of 50, to fistulas that are usually unipolar, but sometimes 
bipolar or multipolar. In the latter case, the fistulas are 
bronchial or esophagobronchial. That there is no pathogenic 
connection between perforations of the lymph nodes and 
primary infection is the opinion of the authors. Their opinion 
is based on their observations of the differences in time and 
place of appearance of these two kinds of lesions. The anterior 
segment of the upper lobes is the preferred area of discharge 
of pus from the lymph nodes while primary infection never 
occurs here. It is felt that the contrary doctrine of Schwartz 
that primary infection is a lesion of bronchial aspiration 
caused by the discharge into the bronchi of pus from fistulas 
of the lymph nodes, is incorrect as far as modern Western 
Europe is concerned because it is based on observations of 
Near Eastern peoples who have not been exposed to the dis- 
ease for as long a period and have, therefore, acquired little or 
no immunity to it. 


Rivista di Neurologia, Naples 
23:217-352 (May-June) 1953. Partial Index 
*Periarteritis Nodosa: Neurological Symptoms and Value of Corticotropin 
and Cortisone Therapy. L. Canestrini and F. di Biagio.—p. 217. 
Study of Rorschach Psychogram in Organic Brain Disorders. V. Porta and 
U. Marzuoli.—p. 241. 
Catatony Due to Bulbocapnine: Electroencephalographic Study. L. Sinisi 
and G. Tonini.—p. 269. 


Neurological Symptoms in and Treatment of Periarteritis 
Nodosa.—The neurological symptoms present in patients with 
periarteritis nodosa are important diagnostic factors, although 
they are often underestimated or misinterpreted. These symp- 
toms may involve either the central or the peripheral nervous 
system. Peripheral neuritis is the commonest. Sometimes, when 
the central nervous system is involved, the symptoms may be 
typical of acute vascular disease with hemiplegia, aphagia, 
conjugate deviation, and Jacksonian or generalized convulsive 
attacks. Papilledema may be present in some instances and 
the meningeal syndrome in others. Extrapyramidal symptoms 
and lesions of the bone marrow are rare. The: patient under- 
goes states of confusion, loss of consciousness, depressive 
states, and frequent changes of mood. Peripheral neuritis with 
intense pain is present in the initial or early phase of the 
disease. It may occur in the form of a mononeuritis multiplex 
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involving most frequently the median, ulnar, radial, and tibial 
nerves, or it may be a symmetrical progressive polyneuritis 
that involves the nerves of the lower extremities. The pro- 
gression of the lesions is not, however, uniform and may 
cease at any stage. There may also be partial remission. 
Differential diagnosis should be made between the neuritis 
present in other infectious diseases such as diphtheria, typhoid, 
malaria, and endemic encephalitis. Biopsy has diagnostic value 
only when it is positive. In many instances in which biopsy 
did not indicate disease, the disease was confirmed at autopsy. 
Periarteritis nodosa may be acute with a sudden onset and 
severe impairment of the general condition and the central 
nervous system. Death in these cases is due to severe renal 
insufficiency and heart failure. Chronic periarteritis nodosa 
may last for many years with persistent symptoms and periods 
of remission and exacerbation. The main anatomic alteration 
is a localized exudative necrotic arteritis. There is at first 
necrosis of the media extending toward the intima in the 
arterioles and the adventitia in larger arteries. Then cellular 
infiltration and proliferation of the connective tissue occur, 
nodular aneurysms appear, the proliferation of the intima 
sometimes obliterates the lumen and granulomatous tissue is 
formed. A temporary remission may then follow. Cortico- 
tropin and cortisone have been used to treat patients with 
the disease since its lesions resemble closely those of collagen 
diseases and since it was thought to be of allergic origin. 
Subjective improvement with gain of appetite and strength, 
return of temperature to normal, and changes in the neuro- 
logical symptoms have been reported together with a decrease 
in the number of eosinophils, diminished sedimentation rate, 
and increased elimination of the 17-ketosteroids. But the symp- 
toms have reappeared after the therapy was discontinued. 
The authors are of the opinion that this treatment is mainly 
symptomatic and doubt whether it can arrest the process of 
the disease. 


Schweizerische medizinische Wochenschrift, Basel 
83:771-810 (Aug. 22) 1953. Partial Index 


*Pathogenesis of Rheumatic Granuloma. A. von Albertini.—p. 772. 

Chronic Pneumonopathy and Rheumatism. E. Martin and G. H. Fallet. 
—p. 776. 

Hemagglutinin Factor in Blood of Patients with Rheumatoid Arthritis. 
N. Svartz and K. Schlossmann.—p. 782. 

Surface Alterations of Blood Cells by Pyrogenic Stimulating Substances. 
E. Fritze, P. Doering, H. Manecke and R. Schoen.—p. 783. 

Ankylosing Spondylitis. F. D. Hart.—p. 786. 

*Prolonged Treatment of Rheumatic Disease, and Particularly of Rheu- 
matism of the Heart, with Cortisone. L. Villa, C. B. Ballabio and 
G. Sala.—p. 806. 


Pathogenesis of Rheumatic Granuloma.—<According to von 
Albertini, Aschoff’s nodules represent a type of granuloma 
that is characteristic of rheumatism and should be considered 
as microscopically specific. The primary alteration of the tis- 
sues that precedes the occurrence of Aschoff’s nodules has not 
been fully elucidated; a primary necrosis of muscle besides 
a fibrinoid necrosis of the connective tissue seems likely. The 
cell reaction of the granuloma serves the absorption of necrotic 
masses; it arises from the large basophilic cells of the granu- 
loma that are to be considered as histiocytes. After the ab- 
sorption, they seem to be transformed into the so-cailed 
“Anitschkow’s cells.” The term cardiohistiocytes is suggested 
for these cells that, however, are not myocytes since they are 
not limited to the myocardium but occur also in the endo- 
cardium and epicardium. They were observed in various 
abnormal conditions of the heart such as myocarditis, endo- 
carditis, and pericarditis of various etiology (rheumatic and 
subacute bacterial endocarditis), also in experimental wound 
healing and in healing of cardiac infarcts. These cells, there- 
fore, are not cause specific, not even of rheumatism, but are 
specific of the heart only. The authors’ studies thus did not 
reveal any new facts from the etiological point of view. They 
did not provide any argument against the concept of Micro- 
coccus (Streptococcus) infection, although the possibility of a 
contributing allergic factor must be admitted. It is quite pos- 
sible that rheumatism too may be an allergenic infectious 
disease. 
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Cortisone in Rheumatic Disease.—Cortisone combined with 
procaine and crystalline penicillin, phenylbutazone (Butazo- 
lidin), aminopyrine, and sodium salicylate was used in the 
treatment of 41 patients with rheumatic disease. Eighteen of 
these were in the acute stage and did not present any cardiac 
lesions; nine did not show clinical signs of cardiac involvement 
but erythrocyte sedimentation rate, polysaccharides, and anti- 
streptokinase power of the serum were increased, and there 
was dysproteinemia. The remaining 14 patients had clinical 
signs of involvement of the heart, and the laboratory findings 
were the same as in the 9 patients. Although the number of 
patients treated was small and the follow-up period short, 
the authors feel that the results obtained justify the following 
conclusions: the possibility of a preventive action with respect 
to cardiac involvement may be reserved to a small number 
of patients if treatment is instituted at the onset of the rheu- 
matic attack, but is limited exclusively to the duration of 
this attack. On the contrary, a progressive course of the disease 
with involvement of the heart may be limited or arrested in 
a large number of patients by the institution of a prolonged 
treatment using the following schedule: a course of 300,000 
units of procaine penicillin, 100,000 units of crystalline peni- 
cillin, and 2 to 3 tablets each containing 25 mg. of cortisone 
acetate daily for 10 days, followed after a five day rest inter- 
val by a course of 300,000 units of procaine penicillin, 100,000 
units of crystalline penicillin, and 2 to 3 tablets each con- 
taining 0.2 gm. of phenylbutazone daily for 10 days; after 
a second rest interval of five days, the 10 day course of 
penicillin-cortisone treatment is repeated and is followed after 
a third five day rest interval by a course of 300,000 units of 
procaine penicillin, 100,000 units of crystalline penicillin, and 
2 to 3 suppositories of 0.5 gm. of aminopyrine daily for 10 
days; a fourth five day rest interval is followed by a course 
of 8 to 10 gm. of sodium salicylate daily for 10 days. The 
therapeutic action of this combined treatment should be rec- 
ognized as definitely more effective than and superior to other 
methods of prolonged treatment tried previously. The pro- 
longed treatment of cardiac involvement in the chronic stage 
of the rheumatic disease allows for the limitation and occa- 
sionally for the disappearance of signs of a progressive course. 
Cortisone therapy is effective in attenuating the general symp- 
toms in patients with rheumatism of the heart in whom clini- 
cal signs are manifest and the disease progresses rapidly (the 
term progressive rheumatic carditis has been suggested for this 
condition). In most of the patients, improvement continued 
for the duration of the treatment and ceased with discon- 
tinuation of the treatment; in certain cases, however, im- 
provement continued provided prolonged treatment was given 
for a sufficiently long period. Concomitant signs of cardiac 
decompensation should not be considered as an absolute con- 
traindication to cortisone therapy. Although occasionally it 
may aggravate the signs of decompensation, it may exert a 
favorable influence on the circulatory condition in certain 
cases. Cortisone therapy should be omitted in patients with 
grave functional symptomatology and the dose of the drug 
should be regulated in other patients according to the favor- 
able or unfavorable first signs of its effect on the particular 
condition of each patient. 


Transactions Royal Soc. Trop. Med. and Hyg., London 
47:261-350 (July) 1953. Partial Index 


Leptospirosis in Tropical Countries: Review. J. C. Broom.—p. 273. 

Experiment in Control of Malaria and Bilharziasis. W. Alves and D. M 
Blair.—p. 299. 

Liver Function Test Suitable for Tropical Practice. A. G. Shaper.—p. 324. 

Treatment of Leprosy with Isonicotinyl Hydrazine: Case Report. W. H. 
Taylor.—p. 334. 

Experiments with Antimalarial Drugs in Man: I. Protective Effect of 
Proguanil (“Paludrine”’) Against East African Strain of Plasmodium 
Falciparum Transmitted by Anopheles Gambiae. A. T. G. Thomas, 
G. I. Robertson and D. G. Davey.—p. 338. 
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BOOK REVIEWS 


Peptic Ulcer: Pain Patterns, Diagnosis and Medical Treatment. By 
Lucian A. Smith, A.B., M.D., M.S., Assistant Professor of Medicine, 
Mayo Foundation, Rochester, Minnesota, and Andrew B. Rivers, M.A., 
M.D., M.S. Foreword by George B. Eusterman. Cloth. $12.50. Pp. 576, 
with 208 illustrations. Appleton-Century-Crofts, Inc., 35 West 32nd St., 
New York 1, 1953. 


This new book is intended to aid in the diagnosis of peptic 
ulcer with a new approach to pain patterns involved in the 
various types of ulcer and their complications. The authors, 
with their additional contributors, have the extensive experi- 
ence of the Mayo Clinic as their source of material. They 
have summarized the records from the Mayo Clinic and the 
recent literature on the subject. The basic discussion of the 
anatomy of pain, which is divided into somatic and visceral 
components, is both clear and detailed. There is an excellent 
discussion of the pathological anatomy—gross, microscopic, 
and roentgenologic. With each type of ulcer and complication 
of ulcer there appears a profuse illustration of the pain pattern, 
with numerous case histories to illustrate each type followed 
by a differential diagnosis. 

Diseases of other organs anatomically related to the upper 
gastrointestinal tract are also differentially diagnosed from 
peptic ulcer. A discussion of the various complications includes 
recommended therapeutic routines. C. A. Good, roentgenolo- 
gist of the Mayo Clinic, has contributed an excellent, profusely 
illustrated chapter that shows the roentgenologic findings in 
the various types of ulcer and complications. There is a long 
discussion of the methods of treatment used at the Mayo 
Clinic, followed by an appendix containing the various diets 
and other portions of medical management. It is noted that 
the patients are still awakened for milk and cream at mid- 
night, 2:00 a. m., and 4:00 a. m. (pages 484, 485, and 501). 
Only atropine and methantheline (Banthine) bromide are dis- 
cussed as anticholinergic agents, although these have been 
supplemented by more recent drugs. To prevent and control 
fecal impaction, the authors recommend a glycerin suppository 
or the retention of 3 oz. (85.05 gm.) of mineral oil overnight, 
and, in some instances, several “sudsy” enemas and “bulk” 
laxatives (page 498). 

The physical examination of the entire body, outlined on 
page 146, seems too detailed for this type of book. The type 
is large and easy to read, but the numbers used for biblio- 
graphical references are too large and sometimes tend to 
interrupt the trend of thought. This is an excellent reference 
book to be used in the differential diagnosis of various types 
of abdominal pain. Peptic ulcer is discussed from a viewpoint 
different from that in any other current book. It is recom- 
mended especially to gastroenterologists and to anyone who 
treats ulcers in the course of his practice. 


European Seminar and Lecture Course on Alcoholism. Sponsored by 
Royal Danish Government in cooperation with World Health Organization 
and United Nations, Copenhagen, 22 October-3 November 1951. Paper. 
Not for sale. Pp. 121, with 8 illustrations. Regional Office for Europe of 
World Health Organization, Palais des Nations, Geneva, 1953. 


This book is a compilation by Professor E. M. Jellinek, 
consultant on alcoholism to the World Health Organization, 
of the seminars and lectures on alcoholism. The seminars and 
lectures were presented by experts on the medical, biological, 
and social aspects of alcoholism from Austria, Belgium, Den- 
mark, Finland, France, Germany, Norway, Sweden, Switzer- 
land, United Kingdom, and Yugoslavia. The book presents, 
in five sections, an up-to-date, factual, and clear summary of 
our knowledge and experience with the complex problem of 
alcohol addiction: (1) the physiological action of alcohol, (2) 
the causes of alcoholism, (3) the clinical findings and special 
features of alcoholism, (4) medical treatment of alcoholism, 
(5) the prevention of alcoholism and public care of alcoholics. 





These book reviews have been prepared by competent authorities but 
do not represent the opinions of any official bodies unless specifically 
so Stated. 


Some European countries are far ahead of others in medical 
and public (social-economic) service to alcoholics. Unfortu- 
nately, this valuable publication is not for sale, but copies 
may be obtained from the European office of the World Health 
Organization by medical libraries and health institutions. 


The Diabetic Neuropathies. By Joseph I. Goodman, M.D., Siegfried 
Baumoel, M.D., Leonard Frankel, M.D., Louis J. Marcus, M.D., and 
Sigmund Wassermann, M.D. Publication number 151, American Lecture 
Series, monograph in Bannerstone Division of American Lectures in Endo- 
crinology. Edited by Willard O. Thompson, M.D., Clinical Professor of 
Medicine, University of Illinois College of Medicine, Chicago. Cloth. 
$4.75. Pp. 138, with illustrations. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., Toronto 
2B, 1953. 


This monograph is a new addition to the American Lecture 
Series, a long line of current and fairly complete reviews 
of medical subjects by recognized authorities. It was produced 
by a team from Mount Sinai Hospital in Cleveland, among 
whom are students of neurology, peripheral vascular disease, 
internal medicine, and diabetes. The authors have analyzed 
the findings in their own series of 261 patients with diabetes, 
62% of whom were judged to have neurological manifesta- 
tions, and compared them with those reported by other authors. 
As such, the monograph is a source of much information of 
clinical value. The experienced clinician will detect some 
apparent faults of interpretation, but these are of minor im- 
portance compared to the faithfulness with which factual 
observations have been recorded. Illustrations and tables are 
few in number, but organization is good, references to per- 
tinent literature are generous, and the mechanical work main- 
tains the high quality characteristic of this publisher. 


Textbook of College Hygiene. By Oliver E. Byrd, Ed.D., M.D., Pro- 
fessor of Health Education, Stanford University, San Francisco. Cloth. 
$4.50. Pp. 443, with 26 illustrations. W. B. Saunders Company, 218 W. 
Washington Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, 
W.C.2, 1953. 


Teacher’s Manual for Use with Textbook of College Hygiene. By 
Oliver E. Byrd, Ed.D., M.D., F.A.P.H.A. Paper. Pp. 43. W. B. Saunders 
Company, 218 W. Washington Sq., Philadelphia 5; 7 Grape St., Shaftes- 
bury Ave., London, W.C.2, [n.d.]. 

Unique in its approach, this textbook is based on careful 
surveys to determine the health interests and needs of college 
undergraduates, rather than presenting what the author thinks 
such a group should be told. After his studies, Byrd selected 
the 30 chief subjects as chapter topics. The resulting book is 
perhaps not far from what the average well-qualified health 
educator would settle on without the aid of such a survey, 
but, at the same time, there would appear to be added re- 
assurance that the material has been well chosen. 

Presumably the author began the book with the subject in 
which greatest interest was expressed and proceeded on a 
descending scale with subsequent topics. It is an interesting 
commentary on present interests that the first chapter deals 
with health in marriage, the second with pregnancy and 
childbirth, and the third with infant and child care. The next 
four chapters concern emotional and mental problems. From 
this point on, a large number of topics are covered, including 
nutrition, care of the teeth and eyes, communicable diseases, 
tuberculosis, heart disease, cancer, high blood pressure, acci- 
dent prevention, atomic energy, and the problems of medical 
care. Excellent discussions are provided on tobacco, alcohol, 
and narcotics. 

Another good feature of the book is a small manual of 
suggestions on teaching methods, this being available to 
teachers on request. It is well illustrated, and at the end of 
each chapter are questions to assist in review of the material, 
as well as references for additional reading. This book shou! ! 
be of great value in any college health education class. 
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A Guide to Human Parasitology for Medical Practitioners. By D. B. 
Blacklock, C.M.G., M.D., D.P.H., Director of Sir Alfred Lewis Jones 
Laboratory, Freetown, Sierra Leone, West Africa, and T. Southwell, 
D.Sc., Ph.D., A.R.C.Sc., Director of Fisheries to Governments of Bengal, 
and Bihar and Orissa. Revised by T. H. Davey, O. B. E., M.D., D.T.M., 
Professor of Tropical Hygiene, Liverpool School of Tropical Medicine, 
University of Liverpool. Fifth edition. Cloth. $5.50. Pp. 228, with 123 
illustrations. Williams & Wilkins Company, Mount Royal and Guilford 
Aves., Baltimore 2, 1953. 


Although it is partly implicit in the title, it should be stated 
that this book cannot be considered on a par with currently 
available comprehensive textbooks on the subject. It is in- 
tended primarily to serve as a physicians’ manual for labo- 
ratory identification of human parasites. The new edition in- 
cludes short comments on prevention applicable to each 
parasite but does not provide information on treatment. The 
material is presented under the names of the parasites, which 
are grouped into chapters in accordance with classical zoologi- 
cal subdivisions. A chapter on spirochetes may be questioned 
as properly belonging within the scope of animal parasitology, 
and the authors indicate that they should not be classified 
with protozoa. On the other hand, the book omits certain 
parasitic diseases frequently included in more extensive works 
on parasitology. The anatomic diagrams of parasites are clear 
and resemble drawings found in standard books on zoology. 
The magnification or actual size of the drawings is not stated 
in several instances. A section of diagrams to illustrate the 
life histories of parasites provides a convenient summary of 
the salient features involved. A general index at the end, with 
main entries in boldface type, increases the usefulness of the 
book. It can be recommended for beginning students of the 
subject and to physicians who may require a guide to labo- 
ratory diagnosis for rural practice. 


Textbook of Medical Treatment by Various Authors. Edited by D. M. 
Dunlop, B.A., M.D., F.R.C.P., Professor of Therapeutics and Clinical 
Medicine, University of Edinburgh, Edinburgh, L. S. P. Davidson, B.A., 
M.D., F.R.C.P., Physician, H. M. The Queen in Scotland, and Sir John 
McNee, D.S.O., M.D., D.Sc., Physician, H. M. The Queen in Scotland. 
Sixth edition. Cloth. $9.50. Pp. 1023, with illustrations. Williams & Wilkins 
Co., Mount Royal and Guilford Aves., Baltimore 2; E. & S. Livingstone, 
Ltd., 16 & 17 Teviot Place, Edinburgh 1, 1953. 


The rapid advances in therapeutics during the past few 
decades have made frequent revisions essential to the con- 
tinued usefulness of any textbook of medical treatment. The 
sixth edition of this book appears only 14 years after the 
initial edition, which was published in 1939. New authors 
have completely rewritten the chapters on tuberculosis, tropi- 
cal diseases, nutritional diseases, nephritis, psychotherapy, and 
care of the aged; new chapters on chemotherapy, poisons, 
rehabilitation, and the treatment of malignant disease appear 
for the first time in this edition. Some revision has been 
made in every chapter, bringing all abreast of current de- 
velopments. As implied in the title, the objective of the book 
is to provide the student and practitioner with specific infor- 
mation and instructions as to “the management of the case” 
rather than with theoretical aspects of drug action. As a 
result, there is a fund of detailed, practical advice on general 
measures for the care of the patient as well as on specific 
drug therapy. Although thoroughly up-to-date as far as the 
newer methods of treatment are concerned, the authors have 
consistently outlined conservative therapy well suited to help 
the practitioner maintain a cautious and skeptical attitude 
toward new and untested drugs. 

As is to be expected in a book of this sort, whose 29 chap- 
ters were written by 28 different authors, the quality is not 
entirely uniform. More space is devoted to such remedies as 
mild mercurous chloride (calomel) and turpentine and to the 
virtues of fresh air and of keeping bowels open than one is 
accustomed to seeing in American texts these days. This does 
not seem to be a result of undue emphasis, however, but 
rather an absence of the deemphasis of some of these older 
measures that has occurred in this country with the rise of 
“scientific” medicine. The typography is good, and there is a 
thoroughly adequate index. On the whole, the authors have 
produced a book that once again demonstrates the respect 
with which the English language is treated by medical writers 
in the British Isles. Although it is evident that the book is 
intended primarily for English practitioners (with frequent 
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references to rationing and to the difficulty in obtaining cer- 
tain drugs in England, more emphasis on care of the patient 
in the home rather than in the hospital, and use of British 
proprietary names), its sane, balanced, and specific advice to 
the physician should be just as welcome here as on the other 
side of the Atlantic. 


The Sulphonamides and Antibiotics in Man and Animals. By J. Stewart 
Lawrence, M.D., M.R.C.P., and John Francis, M.Sc., M.R.C.V.S., Pro- 
fessor of Preventive Medicine, University of Queensland Veterinary School, 
Brisbane. With assistance of Arnold Sorsby, M.D., F.R.C.S., Research 
Professor in Ophthalmology, Royal College of Surgeons & Royal Eye 
Hospital Surgeon, Royal Eye Hospital, London, and Philip G. Scott, 
F.R.C.S., Consultant Surgeon, E.N.T. Depart., Royal Devon and Exeter 
Hospital, Exeter. Second edition. Cloth. 42/. Pp. 482, with 39 illustrations 
H. K. Lewis & Co., Ltd., 136 Gower St., London, W.C.1, 1953. 


This new and greatly enlarged edition brings the subject 
matter up-to-date. The chapters on mode of action, drug 
resistance, the chemistry, bacteriology, pharmacology, and 
other aspects of both the sulfonamides and antibiotics are 
especially clear and complete. There is an extensive bibliog- 
raphy. The book covers all aspects of actions and uses of 
sulfonamides and antibiotics in man and in animals. If it has 
weaknesses, they are due to the broadness of its scope. For 
example, in discussing gonorrhea, the statement on page 196 
that this “disease may eventually be completely stamped out” 
seems a little too enthusiastic; on page 198, the absolute 
injunction that routine tests of cure with the introduction of 
sounds should be made in every case of gonorrhea would 
not be accepted by 99% of American physicians; the sug- 
gestion made on page 214 for the dosage of streptomycin in 
tuberculosis is not in line with current thought; and, little 
mention is made of bacitracin, which is becoming an increas- 
ingly useful antibiotic. These errors of commission represent 
differences in opinion and do not detract from the general 
excellence of the publication, which can be recommended to 
students and physicians alike as the most useful book yet 
published in the field of sulfonamides and antibiotics. 


The Year Book of Medicine (1953-1954 Year Book Series). Edited by 
Paul B. Beeson, M.D., et al. Cloth. $6. Pp. 736, with 127 illustrations. 
Year Book Publishers, Inc., 200 E. Illinois Street, Chicago 11, 1953. 


This volume, the first of the current new series of the 
“Practical Medicine Year Books,” contains abstracts of selected 
reports published in medical periodical literature between May, 
1952, and May, 1953. The abstracts cover the field of internal 
medicine during that period and are divided into individually 
edited sections on infections, the chest, the blood and blood- 
forming organs, the heart and blood vessels and the kidney, 
the digestive system, and metabolism. Each abstract has a 
reference to the journal in which the complete report was 
published. The references are tabulated by means of super- 
script numbers, 1 through 9, repeated in that sequence through- 
out the text, and thus do not indicate the total number of 
abstracted articles either in the sections or the entire book. 
This scheme avoids the use of more than a single digit for 
each reference. When they consider them appropriate, the 
editors have appended bracketed comments to aid in the in- 
terpretation of the abstracted reports. These comments often 
are critical as well as constructive and increase greatly the 
value of the book as a review of the important recent litera- 
ture. Subject and author indexes are included at the end. The 
typography, binding, and small over-all size are designed for 
convenience and ready reference. The book will be highly use- 
ful to all physicians who desire to keep informed of the 
significant advances in both experimental and clinical medicine. 


History of the Second World War: United Kingdom Medical Series. 
Editor-in-Chief: Sir Arthur S. MacNalty, K.C.B., M.D., F.R.C.P. The 
Emergency Medical Services. Volume I: England and Wales. By Lieut. 
Colonel C. L. Dunn, C.LE., I.M.S. Cloth. 50s. Pp. 460, with 51 illustra- 
tions. Her Majesty’s Stationery Office, P. O. Box 569, London, S.E.1, 1952 


Civil defense received its first full scale test in modern times 
in World War Il. The editor of this volume had practical 
experience as a regional hospital officer during the first two 
years of the war. This book on the planning, organization, and 
operation of the Emergency Medical Services of England and 
Wales is one of a number of publications dealing with the 
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medical aspects of the history of World War II that are being 
compiled under the guidance of Sir Arthur S. MacNalty. The 
evolution of the Emergency Medical Services in Great Britain 
during World War II represented an extraordinary develop- 
ment in civilian medicine. This book presents in a concise 
manner the functions and work of these services in providing 
medical care as adequate as was possible under the conditions 
existing in England and Wales during the period 193% to 1945. 
Furthermore, a careful interpretation of the activities of these 
Emergency Medical Services is enlightening in retrospect rela- 
tive to the development of the National Health Service in 
Great Britain. Because of the wealth of material relating to 
organizational planning and the subsequent operational activi- 
ties that stemmed from such planning, this book should be of 
special interest to all who are concerned with the broad aspects 
of medical planning for civil defense. 


Clinical Unipolar Electrocardiography. By Bernard S. Lipman, A.B., 
M.D., Instructor in Medicine, Emory University School of Medicine, 
Atlanta, and Edward Massie, A.B., M.D., F.A.C.P., Assistant Professor 
of Clinical Medicine, Washington University School of Medicine, St. 
Louis. Second edition. Cloth. $6.50. Pp. 309, with 260 illustrations. Year 
Book Publishers, Inc., 200 E. Illinois St., Chicago 11, 1953. 


The first edition, published in 1951, was limited to the 
subject of unipolar electrocardiography and did an excellent 
job in making a difficult subject clear and understandable. 
In this edition sections on cardiac arrhythmia, myocarditis, 
congenital heart disease, hyperventilation, and the two-step 
(Master) exercise test have been added. This new material has 
increased the size of the book until it can scarcely be con- 
sidered a monograph any longer but is approaching the size 
of a textbook. Very little change has been made in the original 
section of the book. The bibliography contains no reference 
later than 1950. Over 100 pages of illustrative electrocardio- 
grams are included. This book is recommended for reference 
for cardiologists and internists with a special interest in dis- 
eases of the heart. 


Textbook of Histology. By José F. Nonidez, D.Sc., and William F. 
Windle, Ph.D., Sc.D., Scientific Director, Baxter Laboratories, Inc., Morton 
Grove, Ill. Second edition. Cloth. $9.50. Pp. 528, with 326 illustrations. 
McGraw-Hill Book Company, Inc., 330 W. 42nd St., New York 18; 95 
Farringdon St., London, E.C.4, 1953. 


Since the first edition of this book appeared in 1950, about 
three years after the death of the senior author, the present 
revision has been undertaken entirely by Windle. The book 
is designed primarily to acquaint beginning students with the 
fundamentals of histological structure and function. Contro- 
versial discussions are avoided for the most part, and the 
bibliography consists only of brief lists of collateral readings 
at the end of each chapter. The illustrations are numerous, 
clearly labeled, and excellently reproduced. The subject mat- 
ter is clearly presented, and there is no small type. The ma- 
terial covered by this text, supplemented by classroom guid- 
ance, should be entirely adequate to meet the needs of first year 
medical students. The book is, however, too limited in scope 
and dogmatic in approach to serve as a review or a reference 
text for the advanced student. 


Group Work with the Aged. By Susan H. Kubie and Gertrude: Landau. 
Cloth. $3.50. Pp. 214. International Universities Press, Inc., 227 W. 13th 
St., New York 11, 1953. 


This book is an account of experiences in organizing and 
working in a recreational day center for the aged. The setting 
described is the William Hodson Community Center, a unit 
of the Department of Welfare of New York City. It was 
started nine years ago as a pioneering experiment in social 
welfare. From an uncertain beginning, the project has grown 
in stature and significance and now may well serve as a model 
for the many similar units that are springing up throughout 
the country. The authors point out that one of the major 
problems of the aged is their progressive isolation from the 
community and friendly human contacts. Centers such as the 
one described are designed to meet to some extent the human 
need for social living. By means of the illustrative cases and 
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excerpts from what must have been a daily diary, the authors 
succeed in bringing the reader into the community center to 
see for himself how it functions. The authors’ background 
and training in social work and psychiatry is evident from 
their intelligent and enlightened comments on the human prob- 
lems encountered. The volume is exceedingly well written and 
interesting. It should not be missed by anyone who has any- 
thing to do with groups of older people. More than that, the 
authors demonstrate that older persons have in many respects 
the same potentialities for development as children, if they 
are cared for and handled with some of the same skill, 
patience, and kindness. 


Surgical Pathology. By Lauren V. Ackerman, M.D., Professor of Sur- 
gical Pathology and Pathology, Washington University, School of Medicine, 
St. Louis. Cloth. $14.50. Pp. 836, with 913 illustrations. C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 1953. 


Although much work has no doubt gone into the prepara- 
tion of this book, the result is disappointing. The reader is 
confused because of the numerous ambiguous statements, in- 
consistencies, and dogmas. One is at a loss to explain why 
a book on surgical pathology would attempt to censure the 
modern surgeon with such a statement as “‘Can I get away 
with this operation?’” The reviewer feels certain that the 
modern surgeon, who truly lives up to that appellation, is 
primarily interested in the patient and not in surgical ex- 
hibitionism. Again one is at a loss to understand another 
innuendo aimed at the surgeon, when on page 18 the state- 
ment appears that technical dexterity is “a fairly common 
commodity.” Such ungracious statements are pointless and 
surely do not fall into the realm of surgical pathology. 

Numerous contradictions are noted throughout the text, the 
most blatant example of which is the following: The author 
correctly states that the surgical pathologist “must have a 
rich background of clinical medicine,” but chapter 2, which 
deals with dermatopathology, has been assigned to a non- 
medical colleague. This is difficult to comprehend. Another 
example of confusing contradiction is to be found in chapter 
11, dealing with the liver. On page 380 this sentence is noted: 
“We have found aspiration biopsy to be definitive in making 
a diagnosis not only of a primary malignant neoplasm of 
the liver but also of metastatic carcinoma and melanocar- 
cinoma (Fig. 434),” but on page 386 one finds the following 
sentence: “Resection of a single metastatic lesion or resection 
of metastases in continuity of primary tumor (cancer of the 
stomach, cancer of the large bowel) may yield satisfactory 
palliation.” Surely aspiration biopsy can not determine whether 
the metastatic lesion is single or multiple, or whether or not 
it is resectable. Exploratory laparotomy only can determine 
these facts, and, if this is contemplated, why should the 
patient be subjected to the biopsy? Although Ackerman claims 
that the risk of such aspiration is “slight,” he nevertheless 
includes a reference that records 14 deaths from this pro- 
cedure. One wonders at the number of such fatalities that 
are not reported. 

Dogmatic statements are dangerous particularly when they 
appear in a textbook that is written for medical students. 
The author asserts that frozen sections of hyperplastic lymph 
nodes “should not be difficult to interpret.” Many qualified 
pathologists would disagree with such an assertion because 
of the difficulties that frequently are encountered in differ- 
entiating a hyperplastic lymph node from a lymphoblastoma, 
not only on frozen but also on paraffin sections. A discussion 
of the esophagus appears in chapter 9. The author includes 
esophageal diverticula that occur in the lower third of the 
esophagus in the same category as those that appear in the 
region of the hilum of the lung. He therefore refers to both 
of these as traction diverticula and says that they are asso- 
ciated with inflammatory changes in regional lymph nodes. 
This is incorrect because those diverticula that are found in 
the lower third of the esophagus (epiphrenic) ate of the pul- 
sion variety aud have nothing to do with lymphadenopathy. 
In this same section the statement is made that carcinoma 
does not arise within such diverticula. This is certainly erron- 
eous. Diverticulosis and diverticulitis are again discussed under 
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the heading of “Large Bowel.” In neither of these parts was 
there any space alloted to the important physiopathology 
that pertains to diverticula. The specific role played by stasis 
should have at least been mentioned. 

This book has not kept abreast with recent trends since 
no mention is made of the truly modern version of radicalism 
in so-called radical mastectomy. This includes a dissection of 
those nodes that course along the internal mammary artery 
and are surely important to the pathologist. Current literature 
has no paucity of material dealing with chronic relapsing 
pancreatitis. Although Dr. Ackerman has one reference to 
this condition in the bibliography, a discussion of it is lack- 
ing. This malady certainly is as important as some of the 
rare conditions he describes. Although clinicians and patholo- 
gists now avoid the misused and abused misnomer of chronic 
cystic mastitis in favor of the more acceptable term mam- 
mary dysplasia, “Chronic Cystic Mastitis” is the heading of 
a section of this work. In the discussion that deals with tumors 
of the salivary glands, papillary cystadenoma lymphomatosum 
(Warthin’s tumor) is considered. The author remarks that this 
tumor does not become large. Although such tumors are rare, 
the reviewer has seen in his own clinical material a Warthin’s 
tumor that. was so large that it elevated the lobule of the 
ear. The appearance of such definite statements is clinically 
misleading and at times dangerous, especially if one is called 
on to prognosticate the course of the lesion. 

Gonorrheal infection of the fallopian tubes is still an im- 
portant part of any textbook on pathology. The medical stu- 
dent as well as the physician will repeatedly refer to text- 
books for an adequate description of this condition. The fol- 
lowing is the entire space alloted to it. “Tubular infection 
in gonorrhea is common and leads to progressive obliteration 
of the lumen by progressive destruction of the epithelium. 
The microscopic changes which are present are those of 
chronic inflammation.” If one wished to acquire information 
regarding this condition, he would again have to refer to 
another textbook. The following meaningless sentence consti- 
tutes the entire discussion of the clinical findings in acute 
cholecystitis. “In acute cholecystitis the clinical symptoms and 
signs are those of an acute surgical condition.” Such a state- 
ment is better left unwritten than to be presented in such an 
erratic fashion. Although there is much didactic material in 
this work that could be of great value, it has been lost by 
poor writing, poor editing, or poor proofreading. The illus- 
trations have been beautifully reproduced, and the references 
that appear at the end of each chapter constitute the best 
part of the book. 


Standard Methods of Clinical Chemistry. Volume I. By the American 
Association of Clinical Chemists. Editor-in-Chief: Miriam Reiner, Director, 
Chemistry Laboratory, Gallinger Municipal Hospital, Washington, D. C. 
Cloth. $4.50. Pp. 142, with illustrations. Academic Press, Inc., 125 East 
23rd Street, New York 10, 1953. 


In its constitution, written in 1948, the American Associ- 
ation of Clinical Chemists pledged to standardize and codify 
chemical methods of analysis used in clinical laboratories. 
This volume is the first in a series compiled to meet this ob- 
jective. It contains instructions for performing the commonest 
routine laboratory tests; specialized subjects will be treated 
in the later volumes. Each method first was tested in the 
laboratory of the chemist submitting it. Then it was sent to 
checkers who retested it for “validity and practicality” on 
normal and pathological specimens. While the nature of the 
individual test has somewhat influenced the style in which 
the chapters are written, all consider the scope of the test 
and give the names and affiliations of the submitters and 
checkers of the test; references to the original literature; the 
underlying principle; and methods of preparing the reagents, 
collecting and pretreating the samples, and performing the 
assays. Usually, calculation of results, discussion of normal 
and pathological values, and bibliographies are included. The 
introduction outlines the role of the clinical chemist in a 
hospital laboratory. 

The particular substances for which tests are included in 
this volume are amylase, bilirubin, calcium, carbon dioxide 
(titrimetric and volumetric methods), chloride, total and free 
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cholesterol, creatinine, glucose (two methods), lipase, alkaline 
and acid phosphatase, inorganic phosphate, blood proteins, 
sodium and potassium (by flame photometry), urea nitrogen, 
and uric acid. The other tests are for prothrombin time and 
thymol turbidity. The book is beautifully printed, adequately 
indexed, and sturdily bound to stand the constant use it should 
receive at the hands of chemists, technicians, and clinical 
pathologists. 


Keep Your Voice Healthy: A Guide to the Intelligent Use and Care of 
the Speaking and Singing Voice. By Friedrich S. Brodnitz, M.D. Intro- 
duction by Olin Downes. Cloth. $3.50. Pp. 234, with 17 illustrations. 
Harper & Brothers, 49 East 33rd Street, New York 16, 1953. 


The subtitle of this book informs the reader that it is a 
guide to the intelligent use and care of the speaking and sing- 
ing voice. The author’s approach to voice production is de- 
rived from a comprehensive understanding of artistic problems 
as well as from an extensive experience with singers and 
public speakers. In general, he advocates no narrowly re- 
stricted method. The nontechnical language of the book is 
designed to make readily understandable to the lay reader 
sections on the anatomy and physiology of the vocal structures, 
their acute and chronic diseases, their medical treatment, and 
the various disturbances of voice and speech that can be 
remedied. Because it is the first such book written for the 
general public, it should prove especially useful to voice 
teachers, salesmen, actors, lecturers, businessmen, and those 
concerned with radio and television. 


Plant Diseases in Orchard, Nursery and Garden Crops. By Ernst Gram 
and Anna Weber. Edited and adapted by R. W. G. Dennis, Ph.D. Trans- 
lated from Danish by Evelyn Ramsden. Cloth. $18.50. Pp. 618, with 360 
illustrations. Philosophical Library, Inc., 15 E. 40th St., New York 16, 
1°53, 


This translation of the second edition of a book by Danish 
plant pathologists of international reputation is the first edition 
in English. The English editor has made the book more useful 
by including references to English work in plant pathology. 
In addition, brief reference is made to plant diseases known 
in Britain that are not met with in Denmark and hence were 
not described in the Danish text. The first section of the book 
is devoted to general principles dealing with the nature of 
plant diseases. The next three sections are concerned with 
the diseases of individual plants and crops. These are ar- 
ranged under the headings: “Tree and Bush Fruit,” “Vege- 
tables and Herbaceous Fruit,” and “Ornamental Plants and 
Trees.” The last section deals with control measures. The 
value of the book is greatly enhanced by the illustrations, 
which have been chosen to facilitate recognition of the dis- 
eases rather than to illustrate microscopic characteristics. This 
book fills a definite gap in our literature on plant diseases 
and is a practical aid in recognition and treatment of plant 
diseases. It differs from other English books on plant diseases, 
which approach the subject from an academic viewpoint. This 
book should prove very valuable to growers, nurserymen, 
horticultural research stations, agricultural colleges, and anyone 
who has an interest in gardening. 


Atomic Medicine. Edited by Charles F. Behrens, M.D., Rear Admiral, 
MC, U. S. Navy. Second edition. Cloth. $11. Pp. 632, with illustrations. 
Williams & Wilkins Co., Mt. Royal and Guilford Aves., Baltimore 2, 1953. 


The first edition of this book appeared in 1949; the present 
edition contains new material on medical aspects of radio- 
active isotopes, high voltage acceleration, and radiation pro- 
tection. It offers three detailed introductory chapters on the 
principles of atomic structure and ionizing radiation. These 
are followed by a magnificently illustrated chapter on the 
atomic bomb in action. The remaining chapters take up in 
detail the biological effects of atomic warfare and the steps 
to be taken by way of defense. The two chapters on survival 
methods in atomic disaster and on the design and operation 
of laboratories employing radioisotopes in medical research 
are of direct practical concern. There is a wealth of technical 
information in the form of tables and illustrations; the bibli- 
ography is good; and an ingenious index refers to decimally 
numbered sections instead of pages. The book will interest 
every medical reader. 
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QUERIES AND MINOR NOTES 


SURGICAL TREATMENT OF CORONARY 

ARTERY DISEASE 

To THE Eprror:—/ have had two episodes of coronary oc- 
clusion within the last three years. Every cardiologist 1 
have consulted has a different opinion as to the benefit of 
surgery for this condition. 1 have not practiced for about 
a year. Fortunately, outside of extreme fatigue I have had 
no other startling symptoms. I would like to have your 
opinion of surgery for this condition and the results as 
compared to conservative medical treatment. 

M.D., Wisconsin. 


ANSWER.—The surgical treatment of coronary artery disease 
has been investigated by Beck and his associates in Cleveland 
since 1932. A large amount of surgical and physiological 
experimentation has been done on this subject. Two operations, 
the Beck 1 operation and the Beck 2 operation, were de- 
veloped. These operations protected the heart against the 
destructive effects following experimental occlusion of a major 
coronary artery. Either of these operations saved the life of 
the animal and also saved myocardium after a major coronary 
artery was ligated. These operations were applied to about 
125 patients who had severe coronary artery disease. In 81% 
of the patients who could be evaluated, the clinical result was 
excellent or good. The definition of “excellent” is “no pain, 
no medication, and return to former employment.” The defini- 
tion of “good” is “occasional pain, occasional medication, and 
return to former employment.” The mortality in the last two 
years has been about 20%. The risk of the operation depends 
largely on the type of case accepted for operation. A number 
of patients with large infarcts and enlarged hearts were ac- 
cepted for operation. These patients were in desperate con- 
dition and were bad risks for any operation. It is the condition 
of the heart rather than the operation that determines mor- 
tality. The medical mortality in these patients is high. If the 
patient has a good enough heart to go through the operation, 
the probability is that he will receive a good result. Operation 
is indicated for patients whose lives are threatened by a 
“mechanism death.” The myocardium is good enough to 
function for a period of years but a “dry area” destroys the 
coordinated beat. Surgical methods can prevent these “dry 
areas” from developing by producing a more even distribution 
of the blood that goes through the diseased coronary arteries 
and also by adding additional blood to the heart from outside 
sources. The operation should be done early in the course of 
the disease rather than late. The operation cannot stop the 
occlusive process in the arteries, nor can it undo the de- 
generative changes in the heart muscle after the arteries have 
been occluded. It can protect the heart if it is applied before 
the occlusion strikes. The proper timing of the operation in 
reference to the course of the disease is a problem for the 
internist and the surgeon. The facts established by experi- 
mental investigation are being applied to the patient with 
coronary artery disease. It is important for the internist to 
become familiar with these facts and to appraise their value. 
His reluctance to do so may retard the proper treatment of his 
patient. 


INTRAVENOUS DIGITALIZATION 
To tHE Epitor:—When intravenous administration of digitalis 
is indicated, is lanatoside C or ouabain generally preferable? 
Are there any conditions in which one might be preferable? 
Leonard Casser, M.D., Cresskill, N. J. 


ANSWER.—Apart from the fact that a smaller dose of oua- 
bain is required, the chief difference between the drugs is 
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that ouabain has a shorter latent period, its effects beginning 
within 5 minutes and becoming maximal in about 20 minutes, 
whereas lanatoside C requires two or three times as long to 
produce its effects. Ouabain has been credited by eminent 
European and Latin American cardiologists with a compara- 
tively greater effect in improving left ventricular function and 
comparatively less effect on the conducting tissue than other 
cardiac glycosides. Objective studies undertaken to verify this 
impression are still equivocal. In this country lanatoside C 
and the closely related digoxin are much more widely used. 
In the drug forms available, it is more convenient to give 
divided doses of lanatoside C. Thus, the slower onset of 
action avoids the frightening vagal surge that often occurs 
unless ouabain is given with the greatest care. The prime 
indications for the intravenous use of a cardiac glycoside are 
auricular flutter or a supraventricular tachycardia in which 
the suggested advantages of ouabain would not be pertinent. 
The greater immediate value of agents other than the digitalis 
bodies, such as morphine, oxygen, and aminophylline in acute 
pulmonary edema, should be emphasized. 


EPINEPHRINE AND CARDIOVASCULAR DISEASE 

To THE Epriror:—Ils administration of epinephrine (Adrena- 
lin) contraindicated for typical attacks of bronchial asthma 
in patients who have hypertension, coronary insufficiency, 
or arteriosclerotic heart disease? 


Charles H. Codelle, M.D., New York. 


ANSWER.—The pressor and cardiac excitatory actions of 
epinephrine make it necessary that it be used with caution in 
cardiovascular disease; however, the need for its use must be 
weighed against any possible harm. Often, a patient with 
hypertension who is having an acute attack of asthma has 
increased blood pressure during the attack, which actually 
becomes lower after relief of the dyspnea with epinephrine. 
The use of aminophylline is, of course, more desirable, but, 
if epinephrine is the only drug that helps in such a patient, 
its use may be advisable. If epinephrine produces severe 
tachycardia, its use may be detrimental in arteriosclerotic 
heart disease or in almost any other type of heart disease in 
which increased cardiac activity is undesirable. This is true. 
also, of coronary disease. It should be remembered, however. 
that there is evidence that epinephrine dilates the coronary 
vessels. 


THERAPEUTIC USE OF HUMAN BLOOD 
To THE Epitor:—The practice of administering fresh plasma 
from convalescents in the treatment of mumps, measles, 
and German measles seems to me to be increasing. Is 
convalescent plasma as effective as hyperimmune globulin? 
lf so, what is the optimal time for withdrawing the blood? 
Carlton W: Winsor, M.D., Mobile, Ala. 


ANSWER.—There is no general tendency toward an increase 
in the use of human blood or its constituents in the treatment 
of the diseases mentioned. In fact the reverse is true. Human 
convalescent serum in large doses (50 cc. to 200 cc.) has been 
recommended for the treatment of mumps in adults; however, 
persons who have made a study of the subject believe that 
convalescent serum is of doubtful value for that disease. 
There is not likely to be any proper reason for advocating 
convalescent plasma for the treatment of mumps in children. 
Human blood or its derivatives are rarely considered as a 
therapeutic measure for measles, and certainly, would not be 
administered as a remedy for German measles, a mild dis- 
ease. When convalescent serums were used extensively, blood 
was usually drawn from donors 10 days to 2 weeks after the 
onset of the disease if the infection was uncomplicated. 
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CIRCUMCISION 

To THE Eprror:—/ have been requested to circumcise a Jew- 
ish infant in accordance with the ritual practice that pre- 
cludes the use of sutures. The postoperative bleeding is 
supposed to be controlled by applying an astringent dress: 
ing and a tightly fitting band or tape around the penis. 
1 refuse to perform such operation, on the ground that 
control of hemorrhage without sutures is unsafe. | would 
like to know whether performance of circumcision with- 
out the use of sutures is to be viewed as a surgical opera- 
tion that cannot be approved of from a medical standpoint. 

Samuel Newman, M.D., Danville, Va. 


This inquiry was referred to two consultants, whose re- 
spective replies follow.—Ep. 


ANSWER.—It is considered good surgical practice to avoid 
the use of sutures on any oozing surface when bleeding can 
be controlled easily by means of pressure; however, in the 
event that active arterial bleeding is present, it becomes man- 
datory that such bleeding be controlled by ligation. 


ANSWER.—It seems better to answer this inquiry from a 
purely surgical standpoint, excluding any religious relation. 
When doing a circumcision it is highly desirable to clamp 
and tie all bleeding points and to place sutures to control 
bleeding and approximate the epithelial edges. If sutures arc 
not taken for this purpose, the wound will heal by granula- 
tion tissue and thus require much longer time for complete 
healing. Obviously, it is dangerous to stop the bleeding by 
application of any band or ties around the penis. 


FLUSHING OF FACE AND NECK OF WOMAN 

To THE Epiror:—A 43-year-old woman had an artificial 
menopause when she was 38 because of radium implanta- 
tion to control menorrhagia. Since then she has taken 1.25 
mg. of estrogen (Premarin) daily. Her chief complaint is 
a permanent flush of the neck and the face of three months’ 
duration. Examination shows a red flush of the face and 
neck not unlike that seen in chronic alcoholism, with 
numerous telangiectases. The patient does not drink or 
smoke. Her blood cell count is normal. Urinalysis and 
physical examination show nothing abnormal. There has 
been no undue exposure to the sun. Could the flush be due 
to (1) the prolonged intake of estrogen, (2) an early sign 
of lupus erythematosus, or (3) a psychosomatic manifesta- 
tion? There is a basis for the latter. 

M.D., Pennsylvania. 


ANSWER.—The flush of face and neck is probably not due 
to the estrogen administration. Actually, one would expect 
that the estrogen would relieve, at least partially, the flushing, 
since it does control the tendency toward capillary dilatation 
and fragility. Lupus erythematosus involves more than just a 
flushing. There is possibly a psychosomatic factor involved in 
this flushing of the face and neck. Women are especially prone 
to this distribution of flushing. It is not uncommon for a 
woman at her first examination in a physician’s office to 
exhibit flushing of the face, neck, and chest. 


HIRSUTISM DURING PREGNANCY 

To THE Epiror:—A woman, 30, had her first child two years 
ago. During that pregnancy hair developed on her face, 
anus, and chest some of which disappeared after pregnancy. 
This patient would like to have a second child, but is 
afraid she will become more masculine in appearance. She 
has been to Boston for consultation but was not given 
any definite answer. 

Robert H. Goldman, M.D., Leominster, Mass. 


ANnSwWeER.—F. J. Stoddard (Am. J. Obst. & Gynec. 49:417 
|March] 1945) found reports of only five cases of hirsutism 
occurring in pregnancy in the literature. In at least two of 
the five, marked facial hair growth developed in three suc- 
cessive pregnancies. In one the hair fell out each time four 
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to six months post partum, and in the other the hair dis- 
appeared about five weeks post partum. Other authors have 
reported a tendency toward alopecia in pregnancy. Similar 
conflicting findings have been observed in experimental ani- 
mals. Stoddard reports two cases of hirsutism in pregnancy. 
In one patient the excessive hair growth appeared in the first 
pregnancy on the face, arms, legs, and back. At about eight 
weeks post partum she had a menstrual period. Shortly there- 
after while taking a bath she noted that rubbing on the skin 
surface with a rough turkish towel removed the hair. She 
completed the hair removal that afternoon, and her hirsut- 
ism disappeared. The same events were repeated precisely 
one and a half years later. The patient is now free from 
excessive hair, and there are no masculine characteristics. In 
the second case the hair disappeared five months after labor. 
The inquirer may tell his patient that the hirsutism will most 
likely return in the next pregnancy but the excessive hair 
growth will be the only masculine characteristic that will 
develop. The hair should disappear after delivery. 


CEREBRAL PALSY AND PREGNANCY 

To THE Epiror:—A woman, aged 28, is a victim of cerebral 
palsy. Her husband has the same disease. She came to see 
me months ago complaining of sterility, and after treat- 
ment became pregnant. I am unable to find any reference 
in the literature to pregnancy and cerebral palsy or vice 
versa. Shall I permit her to deliver vaginally or should 
a cesarean section be done? M.D., New York. 


ANSWER.—In all likelihood the patient's neurological con- 
dition will not influence the course of her labor. If she has a 
normal pelvis and the pregnancy proceeds uneventfully, she 
should be allowed to go into labor spontaneously and to de- 
liver as naturally as possible. It may be necessary to terminate 
the labor by episiotomy and use of outlet forceps. Spinal 
anesthesia should be avoided. Abdominal delivery should be 
considered only for obstetric indications that may arise. 


URINARY TRACT INFECTION 

To THE Epiror:—A man has a urinary tract infection that is 
reported to be due to a “yeast-like, fungus organism.” The 
urine is loaded with white blood cells. This followed cystos- 
copy for hematuria that revealed severe hydronephrosis on 
the left and hydroureter. There are five or six diverticula 
of the bladder, one of which appears to be larger than the 
bladder itself. Chlortetracycline (aureomycin), oxytetracy- 
cline (Terramycin), sulfisoxazole (Gantrisin), sulfonamides. 
methenamine mandelate (Mandelamine), and nitrofurantoin 
(Furadantin) have had no effect on the pyuria. The patient 
is comfortable and working, and I feel that sterilization of 
his urine would be adequate therapy. Could you offer any 
suggestions? Burchard S. Pruett, M.D., St. Louis. 


ANSWER.—The “yeast-like, fungus organism” probably is 
not the cause of the urinary infection in this case and is 
secondary to inadequate drainage from the bladder. Although 
no statement is made regarding the existence of residual urine. 
the presence of five or six diverticula of the bladder is usually 
accompanied by a variable amount of residual urine. It would 
be difficult, if not impossible, for any urinary antiseptic to 
overcome infection in the presence of residual urine in the 
bladder. Cystourethroscopic examination is necessary to detec: 
mine the existence of obstruction at the bladder neck. If 
obstruction is evident, it usually can be corrected by trans 
urethral resection. If not, a careful search should be made to 
exclude neurogenous etiological factors. If the cause for any 
inadequate drainage of the bladder is corrected, the diver- 
ticula might contract. If they do not, diverticulectomy may 
be indicated. Yeast-like fungi usually belong to the genus 
Candida, the ~commonest form of which is C. albicans 
(monilia). These organisms have a low pathogenicity. They are 
not affected by any of the drugs mentioned. Should they 
persist in spite of the corrective measures suggested, lavage 
of the bladder with a solution of gentian violet might be tried. 





1498 QUERIES AND MINOR NOTES 


BURNING SENSATION IN MOUTH 


To THE Eprror:—A man, aged 60, complains of constant 
burning in the mouth since 1944. This burning sensation 
resembles that following unusually hot drinks. There is no 
seasonal or daily variation, and it is not relieved by cold 
drinks, local anesthetics, or antiseptics. The patient is edentu- 
lous, but the condition is not affected by the presence or 
absence of full dentures. There is slight aggravation fol- 
lowing the smoking of one pack of cigarettes a day. There 
is no visible change in the mucosa. The area of involve- 
ment includes the buccal and gingival surfaces without ex- 
tending to the tongue. Please advise concerning diagnosis 


and treatment. W. L. Janus, M.D., Riverside, Calif. 


ANSWER.—A burning sensation of the tongue and oral 
mucosa is relatively common and may be related to systemic 
disease such as diabetes, vitamin A deficiencies, pernicious 
anemia, and decreases in salivary output. These are usually 
accompanied by visible signs of irritation of the mucosa. One 
of the changes associated with aging is dry mouth, associ- 
ated with loss of keratinization of the mucosa and accom- 
panied by stickiness of saliva that leads to mechanical irrita- 
tion. The irritation may not cause gross changes in the mucosa. 
In some patients a burning sensation of the mucosa is psycho- 
genic. The fact that the sensation in this patient is not re- 
lieved by local anesthetics would indicate that the pain is not 
a localized reaction to irritation but results from some con- 
ditions that the patient interprets as a burning reaction. 


PENICILLIN REACTIONS 


To THE Epiror:—/n THe Journal, Sept. 19, 1953, page 258, 
the consultant who answered the query “Penicillin Re- 
actions” said that “the addition of an antihistaminic drug 
to penicillin for parenteral administration will not prevent 
the occurrence of sensitivity reactions.” This statement is 
contrary to the experience of many qualified workers. Some 
of the data disagreeing with this consultant were presented 
at the Scientific Exhibits of the American College of Allergy 
in Pittsburgh in April, 1952, and of the American Medical 
Association in Chicago in June, 1952. Our studies were done 
with chlorprophenpyridamine (Chior-Trimeton) in a_ solu- 
tion containing 100 mg. per cubic centimeter. 

Your consultant furthermore stated, “In some patients, 
not all, sensitivity to penicillin G is not accompanied by 
allergy to penicillin O; in these cases the latter agent can 
be given if there is fear of a dangerous reaction to penicillin 
G.” Physicians treating patients sensitive to penicillin G with 
injections of penicillin O should proceed with extreme 
caution and should fear anaphylactic reactions, since it has 
been shown that there is a high degree of cross sensitization 
between penicillin G and O. (Risman, G., and Boger, W. P.: 
J. Allergy 21:425-431, 1950.) 


Howard G. Rapaport, M.D. 
M. Sanger, M.D. 

L. Maslansky, M.D. 

S. Grosberg, M.D. 

M. M. Peshkin, M.D. 

50 Central Park West 

New York 23 


To THE Epiror:—/n the Queries and Minor Notes (THE 
JourNAL, Sept. 19, 1953), your consultant stated that the 
addition of an antihistaminic drug to parenterally adminis- 
tered penicillin would not prevent the occurrence of sensi- 
tivity reactions. The incidence of such reaction has been 
reported repeatedly to vary from 2 to 10% (Collins- 
Williams, C., and Vincent, J.: Ann. Allergy 11:454 [July- 
Aug.] 1953). However, with addition of an 0.2% solution 
of chlorprophenpyridamine (Chlor-Trimeton), Simon reports 
an incidence of 0.64% (Ann. Allergy 10:187 [March-April] 
1952). Jenkins (Ann. Allergy 11:96 [Jan.-Feb.] 1953) reported 
no sensitivity reactions after 590 injections of pencillin to 
which 10 mg. of chlorprophenpyridamine (0.1 cc. of a 100 
mg. per cubic centimeter solution) had been added. Sanger 
and co-workers (Ann. Allergy 11:354 [May-June] 1953) 
reported a series of 897 patients given 1,055 injections of 
penicillin with 10 mg. of chlorprophenpyridamine in which 
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only one patient (0.1%) experienced mild generalized urti- 
caria. A report is now being prepared of 1,500 cases with 
only three mild reactions (all three in known penicillin- 
sensitive patients) in patients in whom the 10 mg. dose per 
injection was used. Thus there would seem to be definite 
evidence that antihistaminics will reduce the percentage of 
antipenicillin reactions. 

Eugene J. Luippold, M.D. 

Community Medical Group 

West Main St. 

Boonton, N. J. 


To tHE Epitor:—After reading the answer to the question 


“Will the addition of an antihistamine to parenterally ad- 
ministered penicillin control the occurrence of sensitivity 
reactions due to the penicillin” that appeared in Queries and 
Minor Notes (J. A. M. A. 153:258 [Sept. 19] 1953), 1 believe 
that a documented answer with results in over 5,000 patients 
treated should carry more weight than one man’s opinion. 
In five of my own papers (Ann. Allergy 8:194, 1950; 9:665, 
1951; 10:187, 1952; 11:218, 1953; and Arch. Dermat. & 
Syph. 62:314, 1950) it was shown conclusively that the re- 
action rate with various antihistaminics added to crystalline 
potassium penicillin G is materially reduced from an average 
of about 5% to 0.72% in 5,000 patients. When optimum 
amounts of the antihistaminic were added to the penicillin, 
the figure was reduced even further, never above 0.5% and 
in our last 2,000 patients below 0.2%. Our results have 
been substantiated by others (Jenkins, C. M.: Ann. Allergy 
11:96, 1953. Maslansky, L., and Sanger, M. D.: Antibiotics 
& Chemother. 2:385, 1952. Davis, J.: New York J. Med. 
53:69, 1953) repeating our work. 


S. William Simon, M.D. 
4100 W. Third St. 
Dayton, Ohio 


To THE Eprtor:—Jn Queries and Minor Notes under the 


heading “Penicillin Reactions” (J. A. M. A. 153:258 [Sept. 
19] 1953) your consultant states, “The addition of an anti- 
histaminic drug to penicillin for parenteral administration 
will not prevent the occurrence of sensitivity reactions.” This 
gentleman probably is unaware of the published works of 
S. William Simon (summarized in Ann. Allergy 11:218 
[March-April] 1953). In studies employing various anti- 
histaminic agents injected with penicillin, Dr. Simon saw a 
total of 34 reactions in 4,687 patients, a reaction rate of 
0.725%. In 1,237 patients to whom tripelennamine (Pyri- 
hbenzamine, Ciba) hydrochloride was given in a mixture with 
penicillin, only three reactions (0.24%) were seen. Of these, 
two might have been caused by a sulfonamide or another 
antibiotic. To quote Dr. Simon, “If numbers mean any- 
thing, our experiences in over 5,000 patients given Penicillin 
with antihistamine added should convince the most skeptical 
that the rate of reaction thus obtained is far below that 
resulting from the same Penicillin without the antihistamine 
or from other Penicillin combinations.” Since reaction rates 
to “unfortified” penicillin of 10 to 53% have been reported, 
these results constitute a tremendous improvement. 


R. H. Roberts, M.D. 
Ciba Pharmaceutical Products, Inc. 
Summit, N. J. 


NEOPLASMS OF THE SKIN 
TO THE Epitor:—The reply to the query regarding neoplasms 


of the skin in THe JourNAL, Oct. 24, 1953, page 776, said, 
“The currently accepted treatment for neoplasms of the 
skin, exclusive of malignant melanoma, is wide local ex- 
cision.” This is a somewhat dogmatic statement with which 
numerous competent specialists will differ. Many neoplasms 
of the skin can be expertly treated with such measures as 
electrosurgery, x-irradiation, or radium radiation, with re- 
sults that are excellent both therapeutically and cosmetically. 


H. Ray Fulmer, M.D. 


1121 Donaghey Bldg. 
Little Rock, Ark. 











